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Foreword

We must make every effort to ensure that young people’s faith is not jaded by abuse or neglect or
simple indifference. — President George Bush

The welfare of our Nation’s children calls for the commitment of the hearts and minds of all Americans. As the President
reminds us, “We have no greater obligation than to help provide every child with the opportunity to grow up healthy and
safe.”

Tragically, across America children are being victimized by physical and sexual abuse. This abuse takes many forms.
Investigating such cases is a difficult process that requires sensitivity to ensure that the child is not further traumatized by
the criminal justice system.

Helping law enforcement personnel improve their skills in investigating cases of physically abused and sexually ex-
ploited children is a priority of the Office of Juvenile Justice and Delinquency Prevention (OJJDP). To this end, OJJDP
developed this investigator’s manual for use at its training sessions offered through the Federal Law Enforcement
Training Center.

The manual includes guidelines on investigating child abuse, proper interviewing techniques, and legal issues surround-
ing such cases. It can be used by investigators at the Federal, State, and local levels.

This manual can help those in the law enforcement field undertake the enormously difficult task of investigating child
abuse cases. Combating child abuse is a challenge the juvenile justice system must meet head on. It is a challenge we
cannot afford to ignore.

Gerald (Jerry) P. Regier
Acting Administrator
Office of Juvenile Justice and Delinquency Prevention
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Introduction

Child abuse is a complex problem that cuts across class,
cultural, and educational lines, with critical implications
for society as a whole.

Law enforcement professionals face myriad perspectives
in investigating suspected or alleged child abuse. If they
can view the investigation as a detailed process that has
as its foundation an understanding of the dynamics of
child abuse, a focused approach will ensue. The investi-
gative process involves close cooperation among law
enforcement and members of a multidisciplinary team,
incorporating prosecutorial, medical, and social service
personnel.

After introducing the police investigator to some under-

lying causes of child abuse, the manual guides the inves-
tigator through the steps of an investigation and outlines
the legal and evidentiary requirements for conviction.

Chapter 1, Physical Child Abuse, provides investigatory
tips and some basic medical information on different
types of injuries caused by child abuse.

Chapter 2, Incest and Intrafamilial Abuse, provides infor-
mation on the nature and dynamics of incest, sexual
abuse indicators, the cyclic nature of incestuous abuse,
medical examinations, and the child sexual abuse accom-
modation syndrome.

Chapter 3, Child Sexual Exploitation, examines facets of
child sexual abuse and exploitation, including pedophilia,
and offers investigatory considerations. The appendixes
include samples of successful search warrants.

Chapter 4, Interviewing Child Abuse Victims, discusses
the specialized skills necessary to conduct a successful
interview with a young child; provides detailed child
developmental information and tips for the investigator
on interview preparation; and outlines the dynamics of
the interview process with the child, suspect, and other
involved individuals.

Chapter 5, Missing Children, includes information on the
investigator’s role in all four categories of missing chil-
dren cases, and on other resources that are available to
aid in searching for missing children, such as the Na-
tional Crime Information Center.

Chapter 6, Legal Issues and Considerations, provides
guidance on how to turn the police investigation into a
successful trial presentation, and shares tips for overcom-
ing sometimes frustrating procedural obstacles to build-
ing a successful legal case.

An awareness of the indicators of child abuse and exploi-
tation, coupled with close cooperation with public and
private agencies and community groups, can aid police
investigators in ensuring safety for children and convic-
tion for criminal offenders.

Introduction 1
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Chapter 1:
Physical Child Abuse

Underlying causes

Knowledge of the dynamics of child abuse can be most helpful in investigat-
ing incidents of suspected child abuse and in understanding why someone
might physically harm a child. For example, the investigator should know
that if a parent or caretaker was abused as a child, the potential for abusing
his or her children is much greater. Although other factors should, of course,
be considered, a family history of abuse is one of the factors that creates a
high predisposition for a parent to abuse a child.! Another factor is the in-
fluence of alcohol or other chemical substances on the abuser; substance
abuse is a major correlating factor with the emotional and physical abuse of
children.?

All too frequently an investigation of child abuse does not take into consid-
eration the abuser’s family environment at the time of the incident. Leading
the list of factors to look for is physical and social isolation and poor im-
pulse control. It helps to know about any situation that leaves a family cut
off from other adults, family members, or social activities. This isolation
might have a negative impact on the family and present a source of stress.

Additional areas to consider are unrealistic expectations the parent or care-
taker may have of the child. Other child-centered factors include difficult
pregnancies or deliveries as well as prematurity and infant illness. Combine
any of these with other factors, such as a lack of knowledge about child
development, and a clearer picture of the causes of child abuse evolves.

Poverty can be a powerful factor in the potentiality for child abuse. Adults
attempting to raise children without adequate financial resources, often
because of unemployment or underemployment, are under great stress.
The poverty-level family does not have the benefit of many of the material
goods the average middle-class family may take for granted. Marital strife
is a natural result of economic pressures, but is not, of course, limited to
poverty-level families.

Some children are singled out for abuse because of a characteristic the par-
ent perceives as negative in the child. Repetitive abuse of this kind is known
as the “target” or “special child syndrome.” All too frequently this char-
acteristic is a physical, emotional, or psychological handicap. A dispro-
portionate number of handicapped children are abused because of additional
pressures caused by their special needs. Targeted children are not always
easy to identify. Targeting can be a factor when the parent claims or the
investigator observes that the child:

1. Is hyperactive, aggressive, or disobedient.
2. Is inept, awkward, timid, or weak.
3. Issickly, unwanted, or unattractive.

4. Has a poor appetite or a speech difficulty.

It has been clearly established for many years that a crisis usually precedes
and precipitates an abusive incident.’> This crisis might be referred to as a

Chapter 1: Physical Child Abuse 5
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6 Chapter 1: Physical Child Abuse

“trigger mechanism,” which may cause the parent or caretaker to become
overwhelmed and overreact to a situation while interacting with the child.

The crisis or trigger mechanism could be the loss of a job, illness, or death
in the family; however, the greatest degree of stress is most often produced
by common daily occurrences. Young children who have not learned about
fairness or cooperation and are unable to take care of themselves require
constant attention. Therefore, crying and toilet training, both soiling and
wetting, often stimulate a caretaker’s abusive behavior. A child may be
scalded in a caretaker’s attempt to cleanse or purify the child’s skin of stool
or urine (scalding, particularly from hot tapwater, is the most frequent cause
of accidental injury in children?). Other everyday happenings, such as a
child’s unwillingness to eat, spilled milk, soiled clothing, or backtalk also
can act as trigger mechanisms to child abuse.

Child neglect

Maltreatment of children usually falls into four categories: child physical
abuse, child sexual abuse, emotional and psychological abuse, and child
neglect. The most prevalent maltreatment is neglect. Law enforcement in-
vestigators usually are not involved in this type of abuse unless dire physical
harm or exceedingly protracted situations are alleged. Child neglect can be
defined as “inadequate or dangerous child rearing practices.” This type of
maltreatment may not produce any visible signs and may occur over a pe-
riod of time.

Neglectful parents often were victims of neglectful parenting. The following
indicators describe the personal characteristics or behaviors of neglectful
parents.

1. Apathetic.

Craving excitement.

Desiring to be rid of the child’s demands.
Lack of interest in the child.

Low acceptance of the child’s needs.

Unskilled as parents.

A A I

Lacking in planning and organization.

8. Unkempt and poor personal hygiene.

The neglected child usually will demonstrate a variety of behavioral indica-
tors that commonly include:

1. Failure to thrive as an infant.

Falling asleep at school.

Poor learning and sporadic school attendance.
Hunger or fatigue.

Arriving at school early and leaving late.
Apathy.

Incorrigibility.

® N o A »N

Personal hygiene problems.
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Assessing the incident

Because children under the age of 6 are at the greatest risk of being
abused,’ an investigation into allegations of child abuse must be coupled
with information about age and developmental characteristics of children.
Because it is frequently the youngest child in a family who is abused, the
investigator will be better prepared if he or she has a working knowledge of
what a normally developed child should be capable of doing. Knowing at
what age a child begins to crawl, stand, or walk is part of the child abuse
assessment process. A chart depicting the social, emotional, and physical
developmental characteristics of children from birth through adolescence is
attached as Appendix B to this chapter.®

How the injury allegedly occurred should be supported by a reasonable
explanation from the parent or caretaker. A lack of explanation, or a contra-
dictory or unconvincing reason, can offer clues as to whether the injury was
caused by abuse. The explanation, location, and severity of the injury should
all relate.

In some incidents of abuse, the caretaker may seem unconcerned about the
child or attempt to conceal the child’s injuries; it is even possible an adult
will protect the identity of the person responsible for the injuries. People
have been known to delay or even fail to provide medical treatment for
injured children. Or, they may select a different hospital and doctor each
time an examination or treatment is necessary. This practice is known as
“hospital shopping.”

Often a parent or caretaker is reluctant to admit to abusing a child
because of:

1. Fear of punitive legal action.
2. Feelings of guilt or remorse.
3. A desire to shield a spouse or loved one.

4. A need to avoid social stigma.’

In a case of suspected abuse, the investigator should ask himself or herself
the following questions early in the assessment process:

1. Is the extent of the injury or condition compatible with the history
provided?

2. Does the injury appear to conform to or suggest the use of an
instrument?

3. Is the appearance of the injury consistent with the sequence of events
(time element) described in the explanation?

4. Does there appear to have been a delay in the presentation of the
child for medical attention?

5. Are there other unexplained injuries present on the child?
6. Does the explanation for the injury seem vague or confused?

7. 1Is the injury consistent with the child’s developmental ability to injure
himself or herself?

When child abuse is suspected and is not properly addressed through effec-
tive intervention, research has shown that 5 percent of children who are
returned to their parents are killed and 35 percent are reinjured.® Further, the
probability of serious injury is compounded when the victim is so young as
to be nonverbal and nonambulatory. In these cases, not only age and
developmental characteristics should be evaluated, but additional attention
should be focused on the nature of the injuries.

Chapter 1: Physical Child Abuse 7



Appendix C of this chapter outlines the medical protocol often followed
Medical protocol by medical professionals when a child is taken for an examination. Investi-
gators should cooperate with medical personnel to implement these
procedures.

Investigating the injuries

A thorough knowledge of the injuries resulting from child abuse can help
investigators improve the child abuse investigation process. An investi-
gator’s awareness of the causes and typology of nonaccidental injury
coupled with an examination by medical professionals can facilitate docu-
mentation for proper case handling and ensure the treatment and future

Basic medical safety of the child victim. The following sections contain some basic medi-
information cal information on soft tissue injuries, fractures, head injuries, and abdomi-
nal injuries.
Hands and fists are It generally is accepted that hands and fists are the most common “weap-
the most common ons” used during child abuse. If actual weapons or objects are used, they
“weapons” often are common household instruments. The overall size and shape of the

injury pattern left on the child’s body may indicate the actual object used. If
a hand or fist is not believed to have caused the injury, it is possible to gen-
eralize the approach to basic wound identification by grouping the possible
Assault objects assault objects into two major categories: rigid or flexible. The injury pat-
tern on the child will suggest in which category the weapon belongs.

Rigid objects Rigid objects such as paddles, sticks, boards, or hairbrushes are weighty
and incapable of bending around a child’s body. The natural contours and
folds of the body should be considered carefully in relation to the configura-
tion of the injury pattern. If the pattern does not “bend around the corners”
of the child’s body, it was probably produced by a rigid object. Conversely,
if the injury pattern bends around the natural contours of the child’s body,
Flexible Objﬁct more likely it was caused by a flexible object—a belt, electrical cord, or
switch.

Causes of injury’

130
120
110
100
90
80
70
60
50
40
30
20
10

Belty Open' Fist Propelled? Other® Switch/ Paddle/ Cord Hot Foot Grid/ Ciga- Shoe Knife Mouth
Strap  hand Stick  Board liquid Heater/ rettes
Stove

'Open hand: Choked, grabbed, pinched, slapped.
2Propelled: Thrown, dropped, pushed, pulled, dragged.
3Other: Hit by toy, telephone, kitchen fork, bottle, household item, etc.; shot w/gun; dunked in ice water, etc.

8 Chapter 1: Physical Child Abuse
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The following chart will provide guidance to investigators on how children
are most frequently injured in abuse incidents.

Soft tissue injuries

Investigators should look specifically for the location, configuration, and
distribution of so-called soft tissue injuries on the child. Soft tissue injuries
are bruises, welts, lacerations, abrasions, and burns. They are among the
first physical manifestations of dysfunction within the family.

Particular attention should be focused on the location of soft tissue injuries
on the child’s body. For example, bruises on the child’s buttocks, back of
the legs, or face would be considered suspicious. Ordinarily, the average
preschooler can be expected to bruise along what are called bony promi-
nences, any area on the child’s body where the skeletal structure is close to
the surface of the skin. Combine this knowledge with the fact that in an
accidental fall or incident, a child’s body usually will produce injuries along
a single leading edge or surface of the body depending on how he or she
was positioned just prior to the incident.

Soft tissue injuries

Bruises Intradermal hemorrhage or bleeding within the skin.
Petechiae Very small bruises caused by
broken capillaries.

Purpura Small bruises occurring in
groups or a single small bruise
(upto 1 cm.).
Ecchymosis Larger bruise.
Welts Raised ridge or lump on the skin.
Lacerations Jagged cut or wound.
Abrasions Body surface denuded of skin by a scrape.
Burns Effects of thermal energy on the skin.

Contrast these injuries with the type of injuries that may occur when a fam-
ily crisis or trigger mechanism produces an out-of-control adult who strikes
out at the child. The resulting injury pattern frequently involves multiple
edges of the body, dissimilar to what customarily is expected in a
nonabusive injury.

Knowledge about the location and configuration of injury patterns found on
a child’s body can lead to a more accurate appraisal of whether abuse has
occurred, and if it has, under what circumstances. There also are obvious
implications for interviewing and collecting evidence.

The distribution of soft tissue injuries on a child’s body addresses the issues
of when and how frequently the alleged abuse may have occurred. Techni-
cally, the investigator is looking for evidence of multiple resolving
injuries, injuries that have occurred at different times and are in various
stages of healing. In the assessment process, location, configuration, and
distribution should be considered jointly. The investigator also should sub-
stantiate the absence of abuse when the evidence so indicates.

Chapter 1: Physical Child Abuse 9
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The parent or caretaker’s explanation and the location and severity of the
injury should all interrelate. Do not overlook the child’s age and current
development stage. Ask the question: Could these injuries have been self-
sustained? Look for indicators such as size, shape, location, color, and de-
gree of healing. Because most physical child abuse falls within the category
of soft tissue injuries, the investigator always should be looking for these
signs on the child’s body.

The most frequently observed soft tissue injury is the bruise. A bruise is an
escape of blood into the tissues of a living or recently deceased person fol-
lowing the breakage of capillaries by blunt force.!® A thorough investigation
should include the possibility of a delay in the appearance of a bruise. Hours
or even days may elapse before the blood comes to the surface of the skin.!!
Soft tissue injuries primarily will be found on the backside of the child be-
ginning at the neck and continuing down to a point at the back of the knees.
This area includes the shoulders as well as the entire length of the child’s
arms. This entire area has been referred to as the child’s “primary target
zone,” with the back and the buttocks representing the largest region."

Investigating bruises

Age-dating bruises'

Age Color
0-2 Days Swollen, tender
2-5 Days Red, blue, purple
5-7 Days Green
7-10 Days Yellow

10-14 Days Brown
2-4 Weeks Clear

Age-dating abrasions'*
Age Color
Within several hours Raw surface, oozing blood and
clear fluid

After 6 hours Dry, red, depending on treatment
Over 24 hours Scabs form

Photographing bruises'>

Use color film.

Place a ruler in the photograph to demonstrate size.

Photograph existing bruise immediately.

Photograph again several hours/days later.

In death cases, use caution when handling the victim to avoid
postmortem marks.

Avoid an immediate autopsy—important tissue damage may not
develop for hours.

AR
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Johnson and Showers’ study of 616 physical abuse cases found a number of
locations on a child’s body that are targeted for abuse. These locations are
represented in graphic form in Figure 1.

This study and several others corroborate the theory that the child’s backside
is the most frequently targeted area for assaultive behavior, and injuries in
this area usually can be attributed to a parent’s or caretaker’s attempt at
corporal punishment.



Figure 1. Location of injuries'
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Knowledge about location of injury can provide insight into how the child
may have been positioned at the time of the attack. This information is valu-
able in establishing the angle of attack. Where the adult was positioned in
relation to the child at the time of the assault will substantiate whether the
parent or caretaker is providing accurate information about the incident.
Knowledge about the angle of attack will help develop strategies for ques-
tioning the adult and the child.

Angle of attack

Fixed and flexible objects usually leave injury patterns that will sometimes
enable the investigator to determine which side of the child the attacker was
on during the incident, whether the child was bending or standing, and if the
child attempted to block the attack.

subjected.” The investigator should be able to recognize defense wounds
and control-type injuries. The child who is able to protect his or her body
from pain often will do so during an assault.

Level of violence . It is important to document the level of violence to which the child was
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Defense wounds

Control-type
injuries

Finger-tip bruises

Skin conditions

Mongolian spot

Maculae cerulae

Allergic shiners

Under 24 months

Defense wounds represent a child’s attempt to block blows from hands or
objects with the use of his or her hands, arms, or legs. The resulting damage
frequently manifests itself in soft tissue injuries, or worse. The investigator
should be aware of this type of wound and include the possibility of defense
wounds in the investigative process.

Control-type injuries reflect an abuser’s attempt to hold the child in a cer-
tain position or angle during the course of the attack. The level of violence
during the abusive incident can lead to injuries produced by the adult’s
control-oriented grabbing or holding. The most obvious form of injury
caused by this encounter is finger-tip bruises left on the child’s arms, legs,
or torso.

Control-type injuries can be missed if areas such as the underside of each
arm is not carefully examined during the investigator’s interaction with the
child. During crying episodes involving babies, it is not unusual for an out-
of-control parent to grab the infant around the torso, producing small circu-
lar bruises on the rib cage and back.

When investigating bruises, an investigator should be cautious not to
mislabel certain skin conditions as bruises and to await the medical report
before presuming they are bruises. These skin conditions are sometimes
referred to as “pseudobruises,” the most common being the Mongolian
spot. This is a type of birthmark, steel gray-blue in color, that can be found
anywhere on the child’s body. It does not change color and is differentiated
from a bruise by its clear-cut margins and color. It may be present for up to
3 years and is sometimes found on adults.

12 Chapter 1: Physical Child Abuse

Mongolian spots—incidence
95% Black babies.
81% Oriental and American Indian babies.
70% Hispanic babies.

10% Caucasian babies.'®

Two other forms of skin conditions commonly mistaken for bruises are
maculae cerulae, unexplained bluish spots on the skin where pubic lice are
present, and allergic shiners, which look like black eyes. Allergic shiners
are caused by eye allergies and are more brownish than blue in color."

Burns

Burns are the second most frequent cause of accidental death in children
aged 1 to 4 years.?® As a form of child abuse, burns received little attention
before 1965 when the first article entirely devoted to burns, authored by
R.W. Gillespie, was published.”!

Early studies found the average age of the burn victim to be under 24
months. Boys are victimized more frequently than girls, and this type
of abuse occurs more commonly in lower socioeconomic single-parent
families.?



Stressful times

Suspicion index

Two layers

Classification of burns

Depth of a burn

More than 70 percent of childhood burns occur in the home during the more
stressful times of the day and during months in which children are more
often indoors, such as:

1. Winter months, when the family is indoor-oriented.
2. Late afternoon, when the child is more fatigued and hungry.
3. Morning, when the child has just awakened.”

Burn injuries to children often are classified as accidents, when abuse was
the real cause. The suspicion index below lists indicators of abuse.

Suspicion index

. Unexplained treatment delay that exceeds 2 hours.
. Injury that appears older than when the incident allegedly happened.
. Ambivalence about seeking medical attention.

B W N =

. An account of the injury incompatible with the age and developmental
characteristics of the child.

5. Caretaker’s insistence that there were no witnesses to the “accident.”

6. Someone other than a parent or caretaker brings the child to the
emergency room.

7. Burn is blamed on the actions of a sibling or other child.

8. The injured child is excessively withdrawn, submissive, overly polite,
or does not react to painful procedures.

9. Isolated burns on the child’s buttocks.

10. History of what happened changes several times, or there are
discrepancies in the stories given by each parent.*

Burns result from the effect of thermal energy on the skin. The skin, the
body’s largest organ, is divided into two layers, epidermis and dermis. The
epidermis is the thinner of the two and rests on the outside of the body,
serving as a protective cover. The dermis makes up the bulk of the skin and
is located between the epidermal layer and a subcutaneous area of muscle
and bone. The nerve endings that transmit pain, temperature, and sensation
are located only within the dermal layer of skin * (see Figure 2).

The most commonly used classification of burns is first, second, or third
degree, the most serious being third degree. This type of classification pro-
vides only for a visual characteristic of the wound and is not actually de-
scriptive of the injury. The preferred classification of burns used by most
physicians is “partial” or “full” thickness burning.

Partial thickness burn  Only part of the skin has been either damaged or
destroyed. Equivalent to first degree or second
degree burns. This wound will heal by itself;
however, a physician should determine if
treatment is necessary.

Full thickness burn All the skin is destroyed. May include destruc-
tion of muscle and bone. This wound cannot heal
by itself and requires medical treatment.?

The depth of a burn will be determined by the temperature and the amount
of time the victim is exposed to the source of heat. The age of the victim is
also a factor because younger children have thinner skin than adults.

Chapter 1: Physical Child Abuse 13



Figure 2. Anatomy of skin
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Only an experienced medical practitioner can make the difficult determina-
tion of how deep a burn the child has sustained. However, there are several
Distinguishing features distinguishing features of partial thickness and full thickness burns observ-
able immediately after the incident. Patches of reddened skin that blanch
when touched and refill are shallow partial thickness burns. Blisters usually
indicate a deeper partial thickness burning, especially if the blisters increase
in size after the burn occurs.”

A leathery surface with a color of white, tan, brown, red, or black represents
Complete destruction a full thickness burn. The child will feel no pain because of the complete
destruction of nerve endings. Small blisters may be present but will not
increase in size.?®

One reason for the increased mortality rate in children who have been
burned is that a young child’s thinness of skin increases the chances for a
full thickness burn.

Thicker skinned areas Thinner skinned areas
Palms of hands Front trunk

Soles of feet Inner thighs

Back Bottom of forearms

Scalp Inner arm area

Back of neck
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Wet burns and
dry burns

Scald burn

Line of immersion

Flexed position

“Doughnut” burn

Examples of flexion

Zebra burn

A relatively small burn on a young child is likely to produce a more severe
injury than on an adult because more body surface per pound is affected.
Because of their thinner skin, young children can also be more seriously
burned than adults by water of a cooler temperature and a shorter exposure
time to a source of heat.

Burns can be categorized in two general types—wet burns and dry
burns—each type having its own set of characteristics. A wet burn is char-
acterized by a splattering effect combined with sloughing and peeling of
skin. There also will be varying degrees of burns in close proximity. Con-
versely, a dry burn will lack the former characteristics and will have a well-
defined “branding” margin around the injury. Scabbing will begin around
the edges of the burn and the odor of burned skin is sometimes present. This
type of burn also will have a general dry nature or appearance at the burn
site.””

The most common abusive scald burn occurs when the child is dunked or
immersed into a container of hot fluid. The resulting injury pattern on the
child’s body will help the investigator reconstruct how the child was posi-
tioned in the container in which the injury is thought to have occurred. The
first consideration should be whether the injury pattern appears consistent
with the caretaker’s version of what happened. Next, if a line of immersion
is present, it represents the areas of the child’s body that were beneath the
surface of the fluid, contrasted with those areas that did not come into con-
tact with the fluid.

Parents and older brothers and sisters have been known to lower a child into
a scalding tub accidentally. Their reactions to the child’s injuries in terms of
promptness in seeking medical treatment and degree of concern over the
child’s welfare are factors to consider when accidental causes are claimed.
Accidental immersion burns would include splash burns.

The most common immersion burn occurs when the caretaker dips the
child’s buttocks into liquid while holding the child in a flexed position. The
child’s upper torso, lower legs, and feet never come into contact with the
fluid.

A child forced to sit in a vessel of hot liquid frequently will produce a
“doughnut” burn because the buttocks make firm contact with the bottom
of the container, thus sparing this area from burning. The presence of a
doughnut burn indicates someone was holding the child in place, making
escape impossible.

When a child is involved in an immersion burn incident, he or she will go
into a state of flexion, the tensing of body parts in reaction to what is hap-
pening. Examples of flexion areas on a child’s body include:

1. Folds in the stomach.
2. Calf against the back of the thigh.

3. Arms tightened and held firmly against the body or folded
against the body.

4. Thighs against the abdomen.
5. Head against the shoulder.
6. Legs crossed and held tightly together.

The flexing action will not allow burning within the creases of the child’s
body, causing a striped configuration of burned and unburned zones. This
type of burn is called a zebra burn.
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“Stocking” burn or a
“alove” burn

Dipping was intentional

Gravitational flow

Amount of heat needed

Burns more rapidly

Above 127°F

16 Chapter 1: Physical Child Abuse

Figure 3. Stocking burn
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of healed burn

<OMHN A CRAIC D
‘©CIBA

Other common areas for immersion burns are a child’s feet and hands.
When any of these appendages are immersed in hot liquid, the resulting
injury pattern is known as a “stocking” burn or a “glove” burn (see
Figure 3).

Immersion burns on the hands and feet in the form of splash burns are
expected if the child was unrestrained and thrashing in the fluid. An
absence of glove or stocking burns, combined with the presence of well-
developed or sharp lines of immersion limited only to the buttocks, back,
and perineum, would indicate that the child was cradled and dipping was
intentional.

Liquids of a thicker consistency than water, such as soups, sauces, oils, and
gravy will retain heat longer. These substances will continue to damage the
skin long after thinner fluids have cooled. The gravitational flow of the
burn pattern and the position of the child at the time of the incident can be
determined through close observation of this type of burn. This burn should
not be confused with immersion burns; the splash burn will produce multiple
depths of burns interspersed with unburned areas. The splash burn also tends
to be less severe than the immersion burn because of the rapid cooling of the
liquid after it strikes the skin.

The most frequent question asked by investigators of burn-related injuries
centers on the amount of heat needed to burn a child. Secondary to this
issue is the amount of time the child needs to be exposed to a certain level of
heat before the skin burns.

The difficulty researchers have had in answering these questions reflects the
differences in the thickness of an adult’s skin compared with that of a child.
The temperature necessary to destroy an adult’s skin is known; all that is
known about a child’s skin is that because it burns more rapidly, it will be
destroyed more rapidly and by less heat.

The likelihood of a deep partial thickness to full thickness burn increases
drastically when the water temperature is above 127°F. The incidence of
major injury to a child is much less at water temperatures below 120°F. For
an adult, even a temperature of 110°F would take 6 or 7 hours to cause a full
thickness burn.* The following chart provides the temperature and length of
exposure required before a full thickness burn would be produced on an
adult.



Contact burns

Cigarettes

Deliberate burning

Accidental cigarette
burns

Full thickness burns on an adult 3!

Temperature of liquid Duration of exposure
111°F 6—7 hours
120°F 10 minutes
125°F 2 minutes
127°F 1 minute
130°F 30 seconds
136°F 10 seconds
140°F 5 seconds
149°F 2 seconds
158°F 1 second

Contact burns, also known as dry burns, are a frequent type of abusive
burn. Examples of devices that have been known to cause contact burns are
irons, stoves, heaters, grates, radiator pipes, hot plates, and curling irons.
Essentially, any device capable of producing heat could be used in an abu-
sive incident.

However, the most common type of abusive contact burn is caused by ciga-
rettes deliberately placed on a child’s body. These burns have certain char-
acteristics that may help distinguish them from an accidental encounter. The
first item to look for is the location of the cigarette burn. Deliberate burning
usually will occur on multiple areas, including the belt line on the trunk of
the child, external genitals, and the hands and feet. Cigarette burns found in
multiple patterns are abusive and indicate intent.

The hot ash portion of the cigarette tends to break off after its contact with
the skin. Any subsequent attempts at burning would require the relighting
and maintenance of the ash to produce the number of injuries found on the
child. Careful observation in conjunction with a physician’s opinion about
the age of the burns will provide insight into whether the injuries were pro-
duced during one or several episodes over a period of time.

Deliberate burning by a cigarette will produce small circular burns ap-
proximately 1/4 inch in diameter. The wounds will vary from a blister to a
crater type of injury depending on the length of contact.* The healing proc-
ess will involve the formation of a scab in the center of the wound which
will then move toward the surrounding edges. Healed cigarette burns will
appear similar in size. The depth of the scar will be related to the depth of
the burn (see Figure 4).

Accidental cigarette burns appear irregularly shaped, are not as deep as
deliberate burns, and frequently occur on the face. The investigator should
suspect abuse if a cigarette burn appears on a normally clothed part of the
body.

Various other forms of contact burns leave symmetrical and deep imprints
with crisp margins along the entire burned surface. This suggests a pro-
longed firm contact with a portion of the hot surface (see Figure 5). Com-
paratively, the accidental scenario would involve a briefer, glancing contact
of a smaller area of the skin against the object and slurred margins that lack
the full branding effect of the object’s surface. One edge of the accidental
contact burn is usually deeper and more serious in nature.*
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Figure 4. Cigarette burn
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Figure 5. Contact burn
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Small hot objects

Light ray burns
Brush burns

Chemical burns

Symmetrical

Injury pattern

Splash burns

Scalded skin syndrome

Impetigo

Accidental vs. deliberate contact burns

Accidental Deliberate

Brief glancing contact Prolonged steady contact
Small area of skin affected Symmetrical deep imprints
Slurred margins Crisp overall margins
Deeper burn on one edge Suspicious areas on body,

such as buttocks or perineum
Leading edges of body Bizarre shape

One final type of contact burn that might be overlooked involves the use of
small hot objects, such as the top of a metal cigarette lighter or the heated
edge of a knife. As with other suspicious burns, the location and shape of
the burn will provide some direction for the investigator.

Three additional types of burns to consider are light ray burns (the result of
overexposure to the sun or other radiant energy), brush burns, and chemi-
cal burns. A brush burn can be caused by the combined effects of heat and
abrasion due to friction. This type of burn could result from a child sliding
down a metal slide, with his or her bare legs coming into contact with its
sun-heated surface. Of course, this form of a burn is not considered abuse.
Chemical burns caused by acids or alkalies may destroy tissue for weeks
after the initial incident. Chemical burns usually are sharply localized and
deeper than other forms of burns.

The location and extent of a burn are not as important as the injury pattern
in determining the possibility of abuse.** Well-formed or sharp lines of
immersion that appear symmetrical on either the ankles or wrists are suspi-
cious. Whenever both of a child’s feet have been burned and there is no
evidence that the child tried to get out of the liquid, abuse should be consid-
ered. A child entering a tub of water may place one foot in the tub, having
no idea that the water is scalding, but once the painful effects of the water
are felt, the child would not place the other foot in the scalding water.

When a child accidentally pulls a container of hot liquid from a counter or
tabletop, the injury pattern should appear more severe at the point of con-
tact, with lesser degrees of burning on areas where the liquid made contact
while descending. A child reaching up to grasp a container of hot liquid
usually will be burned on the head, face, neck, upper chest, and arms.*
Liquids such as hot tea, coffee, or water will produce injury patterns similar
to those in bathtub incidents, except the head, face, and shoulders are usu-
ally the points of contact. Splash burns caused by a liquid pulled from
above can be difficult to distinguish from those caused by a deliberate
throwing of liquid. This is especially true if the liquid first strikes the top of
the head, face, chest, or abdomen, as would happen when an adult throws
liquid down at a child. An absence of burns under the chin or within the
armpit areas might support a suspicion of deliberate throwing.

A potential problem in identifying burns is the presence of a bacterial infec-
tion known as scalded skin syndrome. As its name implies, this infection
looks like scalded skin and is found on children from infancy to age 10. The
infection should not be confused with burning, even though it may resemble
skin that has been scalded. It also has been confused with impetigo, a skin
infection characterized by small blisters that gradually crust and erode. The
examining physician should be informed if the parent or caregiver suggests
that the child is suffering from an infection.*® Investigators often report that
medical examinations are inconclusive about cigarette burns when impetigo
sets in after a burn has occurred.
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Thorough investigation of a burn case presents many factors to review and
physical evidence to gather. When a child has been scalded, for example,
measurements should be taken of the container and fixtures. Other meas-
urements and documentation needed are the location of the faucets on the
wall or sink; the overall dimensions of the sink, bath, or utility tub; the num-
ber of rotations needed to turn the water on; and how long it takes before
hot water begins to flow from the faucet.

Investigators should record the child’s height and his or her ability to reach
each faucet. Very young children do not reach far above their heads nor do
they tend to stretch onto their toes to reach for something. The child’s
strength should be balanced against the degree of strength and dexterity
needed to turn on the faucet.

Special attention should be paid to where the parent or caregiver claims to
have been at the time of the incident in terms of how long it reasonably
would have taken him or her to get to the child once it was discovered the
child was in danger. If the adult indicates that no screams were heard, the
investigator should find out what natural sounds may have caused the
child’s cries for help not to be heard. Radio, television, traffic, or other
children’s voices might cause a child’s crying to go unheard.

It is important to check the hot water heater during a scald investigation.
Investigative procedures should include noting whether the heater appears to
be in good working order and recording the type of water heater and tem-
perature setting on the heater. On gas hot water heaters the thermostat is
near the base of the heater. Electric hot water heaters usually have two ther-
mostats; one is located behind a panel (that would need to be removed to
read the setting) on the upper level, and one should be in plain view on the
lower element. The gallon capacity of the heater should be recorded and
photographed (this should appear on the front of the heater), and the hot
water temperature should be measured, using a candy or meat thermom-
eter. An accurate reading is achieved by holding the thermometer in the hot
water for 6 to 10 minutes, reading the temperature, waiting 1 minute, and
repeating the process five or six times.

When a child has been burned with a dry device, such as an iron or hotplate,
the device should be checked, if possible, to determine if it is still warm to
the touch. The distance from the floor to the site of a burning surface, such
as a pan, hotplate, or stove should be carefully recorded, and the device
examined for the presence of skin that may have adhered to it. Devices sus-
pected of causing a burn should be seized with a search warrant and tested at
a crime laboratory. The child’s clothing, if any, should be seized and held as
evidence along with any towels, blankets, sheets, or other coverings in
which the child may have been wrapped.

A complete series of photographs should be taken of the scene, victim,
devices, water heater, or other objects that may have an important role in the
investigation.

Fractures

There is no exact figure for the number of bones in any one person’s body.
For example, a person may be born with an additional rib or vertebra. How-
ever, it is generally accepted that there are approximately 206 bones in the
human skeletal system.’

Bones are a form of living tissue and are in a constant state of change
throughout life. The process of bone development, known as ossification,
begins at approximately 5 months of age. The changes that take place in-
volve the formation of bone from bony substances, cartilage, and mem-



Figure 6. Parts of the bone
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branes. This process in the child’s skeletal system begins in the collarbone,
skull, and spine and finally leads to the long bones of the arms and legs.*®

To understand skeletal injuries, investigators need to know the components
of bone and some technical terminology (see Figure 6). The basic parts of a
bone are:

Diaphysis Shaft of a long bone; primary center of normal bone
formation.

Metaphysis Widened end of the bone.

Epiphysis Attached cartilage at each end of a long bone. At

maturity it will turn to bone and fuse with bone shaft.
Bony epiphysis Secondary center of bone formation.
Epiphyseal plate  Area between the metaphysis and the bony épiphysis.

Periosteum Thin layer of connective tissue containing blood
vessels covering the diaphysis.

Bones are classified into three main groups: long bones, short bones,
and flat bones.

Long bones Tubular bones in the arms, legs, ribs, and collarbone.
Short bones Tubular bones in the hands and feet.
Flat bones Nontubular bones in the skull, breastbone, shoulder

blades, and pelvis.
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Battered child syndrome

Metaphysis
Epiphysis

Squaring of the
metaphysis

Bucket handle fractures

Skeletal damage is common in child abuse cases. In fact, it repeatedly has
been demonstrated that the battered child syndrome includes the presence
of multiple fractures at various stages of healing.

The most common skeletal injuries found in a young child or infant are at
the widened end of a bone (metaphysis) and within the cartilage area at the
end of a bone (epiphysis). Injury to the metaphysis frequently is caused by a
parent or caregiver grabbing an infant by an arm or leg and violently shak-
ing, jerking, twisting, or swinging the child.*® This type of injury often is
produced on the lower limbs while the child is on his or her back in a crib or
bed, making the leg easy to grab. The injury pattern might include a meta-
physeal infraction (see Figure 7) or an avulsion of the metaphyseal tips (see
Figure 8). This type of injury can occur on any of the long or short bones.
Additional types of injuries to this area of bone include squaring of the
metaphysis and bucket handle fractures.

A metaphyseal infraction is an incomplete fracture of the metaphysis. An
avulsion of the metaphyseal tips involves the breaking off of the corners of
the metaphysis. After an avulsion has taken place, deposits of new calcium
and bone form around the resulting bone chips and reunite the chips firmly
to the parent bone. This gives the injured end of a long bone a “squared”
appearance.*’ A bucket handle fracture gets its name from the resemblance
of the new bone, developed around the end of the metaphysis after an injury,
to a bucket handle.

Figure 7. Metaphyseal infraction
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Metaphyseal infraction

Figure 8. Avulsion of metaphyseal tips
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Figure 9. Greenstick fracture Figure 10. Spiral fracture
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In toddlers, spiral fractures in lower extremities
may occur; in nonambulatory children, such injuries
are rare and suggest abuse

- A greenstick fracture is a break near the middle of the bone shaft (diaphy-
Greenstick fracture sis) causing the bone to bend and break (see Figure 9). This type of injury
happens when an infant or child is grabbed by the arm or leg, creating lever-
age between the weight of the child’s body and the limb.

Spiral and transverse Spiral and transverse fractures occur in the upper leg bone (femur), the
fractures ° lower leg bone (tibia), and the upper arm (humerus). An abusive spiral frac-

ture happens when twisting or wrenching forces are applied to the limb (see
Figure 10). Abusive transverse fractures result from either a direct blow or
by grabbing a child by the elbows or wrists and violently jerking in an up-
ward and forward motion.

Fractures of the Fractures of the breastbone (sternum) are rare. When this type of skeletal
breastbone injury is detected, usually the cause is a severe, direct blow by a fist, foot, or
instrument.
Periosteum The periosteum is a thin layer of connective tissue containing blood vessels

that covers the diaphysis. The periosteum of young growing bones is rich in
blood vessels. Whenever any violent trauma such as a direct blow, twisting,
i or shaking takes place, the blood vessels within the periosteum can separate
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Skeletal damage

Common sites
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Figure 11. Periosteum
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from the bone and hemorrhage. Bleeding then develops beneath the perios-
teum (subperiosteal bleeding) along the shaft of the bone. The effect of this
bleeding leads to a pocketing of blood, forcing the periosteum away from
the bone (see Figure 11). The external sign of this damage is a swollen and
tender injury site. Initial x-rays may not show the injury until approximately
3 to 4 weeks after it has occurred.

The periosteum of young infants is attached more loosely to the bone than
that of an adult. It will separate more easily, therefore, when direct force is
applied.

Some fractures may be obvious to the investigator; however, only medical
professionals can substantiate bone injuries. The investigator should suspect
skeletal damage if he or she observes:

1. Red, warm, swollen joint or limb (most frequent clinical finding).
2. Indications of pain.
3. Local tenderness or irritability.

4. Unwillingness to move the limb.*!

Small bruises occasionally are present with a skeletal injury; however, some
children may not have any symptoms. Although any bone may be involved
in an abusive incident, the more common sites to suspect for fractures or
damage include:

1. Ribs.
2. Skull.



X-ray

Medical professional

Cause of any skeletal
damage

Rib fractures

Efforts to resuscitate

Skull fracture

Basal skull fracture

Jagged lines

3. Upper arm at the shoulder.
4. Upper leg at the knee.
5. Hands.
6. Feet.®

The primary investigative tool available when skeletal damage is suspected
is the x-ray. The x-ray is valuable not only as a diagnostic tool, but also
because it can pick up indications of internal soft tissue damage. An experi-
enced physician or x-ray technician should interpret the x-ray for the pres-
ence of skeletal damage. The investigator should rely heavily on the
medical professional during the physical examination stage of the investi-
gation; this individual can evaluate whether the child’s skeletal structure
deviates from the norm.

When child abuse is suspected as the cause of any skeletal damage, it
usually results from:

1. A direct blow.
2. A twisting force.
3. Shaking.

4. Squeezing.*

Multiple rib fractures are rare when a child is injured accidently, such as in
a fall from a bed or crib. Multiple rib fractures normally are caused by vio-
lent squeezing of the chest. Ribs also are broken when the infant or young
child is hit on the chest, kicked, or thrown against a hard object. Child abuse
should be suspected if x-rays show multiple rib fractures in varying stages
of healing.

An additional issue to consider in a rib fracture case is the allegation that the
damage occurred during efforts to resuscitate the child. A recent study in
the State of Washington concluded that unexplained rib fractures specifi-
cally were caused by abuse and that no child in the study had ribs fractured
by cardiopulmonary resuscitation (CPR). The study stated that ribs are
rarely, if ever, fractured by resuscitation, but occur frequently in child abuse
cases.*

Head injuries

When an infant is dropped or falls, the most common skeletal injury is a
skull fracture on the side of the back of the child’s head. The use of a hard
sharp object against the skull tends to produce a localized bony depression
that might serve as an investigative lead. X-rays will show a skull fracture
immediately after the incident and signs of healing probably would not be
visible for at least 6 weeks. o

A basal skull fracture might be suspected if other signs of abuse are
present. These include small bruises behind the ears and blood or fluid dis-
charging from the ears or nose.

Accidental skull fractures can be differentiated from deliberate assaults to
the skull because they are usually on the side or back of the head. On the CT
scan or x-ray they will look like a simple line whereas the fracture caused
by child abuse often resembles the jagged lines of a broken eggshell. How-
ever, the location and type of fracture alone cannot be used to determine
whether a child has been abused. Consideration also should be given to any
soft tissue or multiple-resolving injuries described in the medical report.
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Subdural hematoma

Shaken baby syndrome
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It is estimated that more than 8 million people suffer head injuries every
year, with 50,000 to 90,000 of these injuries serious enough to cause coma.
Three additional common head injuries are listed below.

Concussion A jostling of the brain’s soft matter, often leaving one
dazed or unconscious. Recovery is complete, leaving
only a cut or bruise on the scalp.

Contusion More serious bruising of the brain, often involving
unconsciousness for days or weeks.

Laceration A tear in the brain substance, bruising, and torn
blood vessels often leading to subdural hematoma
(see Figure 12).

A more severe head injury in child abuse cases is a subdural hematoma
(see Figure 12). It is a collection of blood within the outer covering of the
brain often produced by a blow to the head or violent shaking (see Figures
13 and 14). This form of abuse is life threatening and frequently leads to
disability and permanent damage, such as impaired vision, blindness, motor
deficits, seizures, developmental delays, and cerebral palsy.*

Symptoms of a subdural hematoma include:

Irritability and vomiting.

Decreased level of consciousness or increased lethargy.
Breathing difficulty.

Bulging forehead.

Convulsions.

Inability of eyes to focus and track movement.

A R

Unequal size of pupils or bloodshot eyes.

8. Inability to lift head.

The formation of a subdural hematoma commonly results from the lacera-
tion of veins within the brain due to one of the following actions:

1. A heavy moving object striking the head.
2. A moving head striking a heavy stationary object.

3. A rapid acceleration or deceleration of an infant’s head during
shaking.*’

These actions can also cause a skull fracture.

More than 50 percent of children with subdural hematomas have no associ-
ated skull fracture, bruising, or swelling over the site of the injury. These
cases often are caused by the whiplash shaken infant syndrome or, more .
commonly, the shaken baby syndrome.

The shaken baby syndrome was first documented by Dr. John Caffey in
1974 and was described as “the vigorous manual shaking of infants by the
extremities or shoulders with whiplash-induced intracranial bleeding, but
with no external signs of head trauma.”® Infants are especially susceptible
to this type of injury during the first 24 months of life because of these de-
velopmental characteristics:

1. A soft, flexible skull due to open sutures.

2. A soft, pliable brain, allowing excessive stretching of the brain and
blood vessels.

3. A larger, heavier head with weaker neck muscles.



Figure 12. Subdural hematoma
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The two-phase cycle of acceleration and deceleration causes a flexing of
Acceleration and the head during which the chin strikes the chest, followed by the extension
deceleration of the head back into the spine (see Figure 14). Case history and research
support the fact that infants usually are subjected to numerous shaking epi-
sodes prior to discovery of an injury. The shaking could take place over a

period of days, weeks, or even months.

Violent shaking Children can be seriously injured by a violent shaking. The rationale par-
ents often give for shaking an infant are:

1. As a means of resuscitation.
Breathing difficulty.
Irritability.

Lethargy.

Decreased appetite.

Vomiting.

Nk W

Crying.

Figure 14. Shaking
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CT scan
Fall from a bed or crib
Black eyes

| “Raccoon eye”

Doctors and researchers believe that shaking is not disclosed during initial
interviews because parents do not associate shaking with subsequent injury
to the child. One researcher put it this way:

One has the impression that a good shaking is felt to be socially more
acceptable and physically less dangerous than a blow on top of the head
or elsewhere.*

Confirmation of the diagnosis of shaken baby syndrome has become easier
for medical practitioners since the introduction of the CT scan, which is
also superior to the skull x-ray in diagnosing depressed skull fractures.®

Sometimes parents will attempt to attribute serious head injury to an acci-
dental fall from a bed or crib. Dr. Ray Helfer reviewed the injuries of 246
children under the age of 5 who fell out of bed, and his findings are pre-
sented below. :

Injuries to children who fall out of bed

80% No injury.
18% Single bruise, lump, or cut.
1% Simple linear skull fracture.
1% Fresh fracture on collarbone or upper arm.’’

The most important finding in this study was that no child sustained a
subdural hematoma (see page 26 for a description) or any life-threatening
injury from falling out of bed.

Facial injuries

Injuries to the head include damage to the eyes, mouth, teeth, nose, ears, and
brain, as well as skull fractures. The child may have been repeatedly struck
on the head with any number of common household instruments or by a fist,
which could cause any or several of these injuries.

Eyes. The child with a black eye may have received the injury accidentally.
However, when a child has two black eyes, the investigator needs to deter-
mine exactly how the child obtained the injuries. It is more logical to as-
sume that assaultive behavior was involved when both eyes have observable
soft tissue damage. However, the possibility of the bilateral black eye, or
“raccoon eye,” cannot be ruled out. Bilateral black eyes occur when blood
seeps down from an injury on the head into the eyelids. A single blow, pro-
duced either accidentally or deliberately, could cause both eyes to blacken.
Raccoon eyes are distinguished from direct trauma to the eyes by:

1. Only a small amount of lid swelling.
No lid tenderness.

Several days’ delay in discoloration.

b

“Mirrored image,” where both lids look the same.

Another eye injury is retinal hemorrhages; these are present in more than 50
percent of children with subdural hematomas and are difficult for even an
experienced physician to diagnose. Also, moderate, habitual shaking (see
page 26 for a discussion of shaken baby syndrome) can cause bleeding that
gradually affects vision and hearing and may lead to learning difficulties,
mental retardation, or cerebral palsy.*
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Visible marks
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Other soft tissue injuries on the head and face include bruising of the scalp
and cauliflower ears. Swelling or damage can be missed easily because hair
on the child’s head may cover the affected area.

Ears. The same is true for ear damage. Hair covering the child’s external
ear areas, even partially, can hide the fact that he or she has been hit repeat-
edly or pulled by the ears, causing cauliflower ears. Inner ear damage, which
is more serious, is almost impossible for the field practitioner to detect.
Ruptures and tears produced by blows to the ears could leave a child perma-
nently hearing impaired.

Mouth. Inside the mouth are several areas of small folds of skin known as
frenula. These are attached to the upper lip, lower lip, and underside of the
tongue. When an adult attempts to force objects such as a bottle or spoon
into an infant’s mouth, those strips of skin can be damaged. Direct blows
also can cause injury to the frenula. Ordinarily, an infant’s frenula are well-
protected and should not become damaged unless this area has been deliber-
ately assaulted. (Note: Frenula tears in an older child can be accidental.)

When a child has developed to the stage where teeth are present, the investi-
gator should look for the following types of damage if the child has been hit
in the area of his or her mouth:

Luxations Teeth that are loosened, but have not fallen out.
Intrusions Teeth that have been forced into the gum or bone line.
Avulsions Teeth that are knocked from their sockets. |
Fractures Teeth that are broken or chipped.

Nose. The nose should be examined for any dried blood or blood clots in the
nostrils. Any obvious swelling may indicate the child has a broken nose or a
deviated septum.

Abdominal injuries

Abdominal injuries are a common cause of death in battered children. This
type of injury usually is caused by a kick or a punch from an adult. As with
head injuries, the investigator may not know immediately the extent of the
injury. Therefore, a medical report is essential to the investigation.

Three common consequences of abdominal injury (see Figure 15) are:
Compressing  Punch or kick to abdomen ruptures stomach or colon.

Crushing Organ is compressed against lower rib cage or vertebral
column, damaging the kidney, pancreas, spleen, or liver.

Accelerating Child is propelled after being struck or thrown, causing a
shearing effect on organs.™

This form of injury has at least a 50-percent mortality rate.>* An abdominal
injury may not be obvious to the investigator because more than half of the
children with abdominal injuries do not have any visible marks or bruises
on the stomach area. The energy from the blow is absorbed by the internal
organs.” The internal organs most commonly injured are the kidney, spleen,
intestine, liver, and pancreas. When multiple organ damage occurs, it usu-
ally involves the spleen and left kidney.



Investigators should consider abdominal injury when any of the following
indicators occur:

1. Vomiting (greenish material or blood).
. Fever.

2
3. Shock (caused by internal bleeding).
4. Bloody urine.

5

. Complaints from the child of stomach ache or other pain.

Any or all of these symptoms may begin within several hours or over a
period of several days. If symptoms are persistent and severe, a surgeon may
perform exploratory surgery to determine the exact nature and extent of the
injury.

Figure 15. Abdominal injuries
Forceful nonpenetrating trauma to left side

of abdomen may result in rib fractures,
ruptured spleen, or renal injuries
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Conclusion

Knowledge of underlying contributors to child abuse and of basic medical
information on different types of injuries and how these injuries can be
inflicted on a child can be invaluable to an investigator. Knowledge pre-
pares the investigator to be alert to such factors as drug or alcohol abuse by
the caretaker, family isolation, unrealistic parental expectations, marital
strife, inadequate financial resources, and triggering mechanisms. During an
initial assessment of an incident of abuse, the investigator should check that
the explanation given by the caretaker is relevant to the location and sever-
ity of the child’s injury. Once the child receives medical aitention and the
full extent of his or her injuries is determined and documented by medical
professionals, the investigator can begin the process of determining the
exact cause and the person(s) responsible.
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Appendix C: Medical protocol for
management of physical abuse*

10.

11.

See child abuse and neglect patients immediately.

Maintain a helping approach toward patients.

Hospitalize selected cases.

Elicit a detailed history of the injury.

Perform a thorough physical examination.

Order bone x-rays on selected cases.

Order a bleeding disorder screen on selected cases.

Request a child protection team (CPT) pediatric consultation on difficult cases.
Request a CPT social worker consultation on selected cases.

Complete an official written report of the physical abuse within 48 hours.

Provide for a followup appointment.

Whenever a victim of physical child abuse is taken to a hospital or clinic, the above protocol should be
followed. In cases of child abuse involving children under the age of 5, x-rays should always be ordered.

The bleeding disorder screen will prove valuable in situations where the parent alleges the child is an
“easy bruiser” or has a medical problem.

*Guidelines for the Hospital and Clinic, Management of Child Abuse and Neglect. Washington, D.C.: National Center on Child Abuse
and Neglect, pp. IV2-IV7.
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Appendix D: Physical child abuse—
investigator’s checklist

10.

11.

12.

What causation factor(s) are present?

What type of trigger mechanisms contributed to the crisis?

What are the age and developmental skills of the child?

Is the child a target child?

Was any delay in treatment or hospital shopping involved?

What are the location, configuration, and distribution of the soft-tissue injuries?

Do the injuries appear to have been caused by a hand, or a fixed or flexible household item?
Are multiple resolving injuries present?

Are the injuries within the primary target zone and on more than one leading edge of the body?
Is there an identifiable angle of attack?

Are there any defense or control-type injuries present?

Was a careful check made for the presence of visible injuries on the head, mouth, ears, and nose?
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Appendix E: Child abuse by burning—
investigator’s checklist

10.

11.

12.

13.

14.

. Is the burn a wet or dry burn?

Where is the burn located on the child’s body?

Have you considered the 10 suspicion index factors?

Is toilet training an issue?

How serious is the burn?

If the burn was produced by a hot liquid, was the child dipped or fully immersed?
What does the line of immersion look like?

Are there any splash burns present?

Was the child in a state of flexion?

How symmetrical are the lines of immersion if stocking or glove burns are present?
Have you checked the hot water heater for size, normal functioning, and temperature?
If the burn appears to have been caused by a dry source of heat, what is the shape of the burn?
Have you recorded information concerning the child’s height, location of fixtures, etc.?

Where was the primary care provider at the time of the incident?
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Abuse



Chapter 2:
Incest and Intrafamilial Abuse

Introduction

The New Scholastic Dictionary of American English defines incest as “a
sexual relationship between persons so closely related that their marriage is
forbidden by law.”! The National Center on Child Abuse and Neglect uses
the term “intrafamilial sexual abuse” and defines that term as “sexual abuse
that is perpetrated on a child by a member of the child’s family group.”? As
can be seen by the two definitions, the emphasis on marriage in defining
incest means that in some States, relatives would be guilty of incest, just for
getting married. In the United States, the term “incest” has been defined as a
criminal act as opposed to intrafamilial sexual abuse, which is defined as a
type of family child abuse. In the past, the emphasis on this crime prohibited
only intercourse. It is only in the last decade that this crime has been broad-
ened to include fondling, rubbing one’s genitals against a child, or any pen-
etration of the child or offender.

Intrafamilial abusers can be:

A biological father or stepfather.
A biological mother or stepmother.

A biological or nonbiological sibling.

L o=

Another family member from the biological or nuclear family, such as a
grandparent, uncle, aunt, boyfriend, girlfriend, or cousin.

History of incest

Early incest laws and cultural prohibitions historically were concerned only
with preventing people related by close blood ties from marrying one an-
other. It is only recently that the rights of children, who have been sexually
abused by family members, has been raised as an issue.

ii‘ightsgf children

Superstition, which abounded in earlier cultures, proved to be one effective
means by which to hold incest at bay. It is known, for instance, that even
those individuals in very early cultures believed that “inbreeding” would
make survival of their clan less likely, with defective offspring resulting
from intercourse between father and daughter, mother and son, or brother
and sister.> A superstition among early French peasants held that marriage
between first cousins would cause crop failures or epidemics among the
flocks.

Superstition

In cultures where the head of the church was also king of the country, incest
was labeled a sin. Christianity held that individuals could marry no one
closer than a 32nd cousin.* The Church of England in its Table of Kindred
and Affinity’ determined those individuals who were prohibited from
marrying.

In later societies, having sex with a child was identified as a criminal act. In
England, circa 1832, the crime of having sex with a child was called statu-
tory rape. Statutory rape was defined as having sex with a person under 10
years of age. An automatic defense to this crime was proof that the sex act
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took place after the child’s 10th birthday.® In England today, the crime of
incest, which is defined as having sex with an immediate family member
who is under the age of 16, is identified as a misdemeanor crime. In the
United States, we no longer take action against incest using civil or religious
codes. Since the early 1960’s, incest has been identified as a form of child
abuse and the criminal act of having sex with an underage family member.
Each of the States has defined this criminal act based on the age of the of-
fender, the age of the child, and the offender’s relationship to the child.
Unfortunately, there are still some parents who appear to believe that this
type of behavior should continue to be “private family business.”

Characteristics of incestuous families

The actual extent of incest in American society is unknown. Surveys in
California and Massachusetts in the 1980’s found that as many as one in five
girls and one in seven boys under the age of 18 had been sexually abused by
a relative, anyone from a father to a mother to an inlaw.’

Incest is found in families at all socioeconomic levels and with varying
outward appearances—from an average family, well respected and involved
in community activities, to a poverty-level, troubled family.

An even greater incidence of incest would undoubtedly be recorded if it
were not for the veil of secrecy surrounding incest. The incest abuser often
promises love and affection to the victim, with a message, often stated, that
the child is the most loved of all the children in the family. The incestuous
activity is a “secret” shared only by the abuser and the victim, and no one
will ever know about their “special relationship.”

Children of all ages are sexually abused. Cases are on record of children no
more than several weeks old being abused within the family. In some cases,
every child within the family is sexually abused regardless of gender; in
other cases, the abuse is limited to boys only or girls only.

Abusive fathers

When the father figure (the biological father, stepfather, or custodial father)
is the abuser, he generally fits one of the following profiles:®

1. Introvert. This abuser, while outwardly appearing very protective of his
family, often uses protectiveness as an excuse to essentially isolate the
family from society. He distrusts anyone outside the family and believes
that the younger family members are his exclusive property to do with
as he wishes.

2. Rationalizer. Often using grandiose words to justify an incestuous
relationship with his child, this abuser may insist that sexual activity
with his child is the only way he can show him or her the “highest form
of love.” If the victim is a girl, the abuser often refers to her as “daddy’s
little girl.” He may rationalize the abuse by calling it sex education. In
some cases, he intends even to impregnate his daughter because no one
else “deserves” to father her child.

3. Authoritarian (tyrant). These individuals often are alcoholics or batter-
ing husbands. The father “rules” the family and enforces strict disci-
pline. The child is bullied into having sex by the macho attitude of the
abuser. In most cases, this type of abuse takes place in the home.

In many sexual abuse cases where the father or stepfather is the abuser and
the mother is a nonparticipant, the mother may fit into one of three pro-
files. A situation may exist where it appears that the mother wants the fe-
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male child to take over the mother’s role as the family’s “matriarch.” This
mother—though she may appear to be competent as a mother—will be
distant with her children and will feel a sense of relief when the daughter
assumes the mother’s role.’ In other scenarios, the mother may be dependent
economically on the father and afraid to assert herself by acting to protect
her daughter. Or, the mother may be viewed by the child as rejecting and
vindictive.!” She might tell her child that “the abuse is your fault” or “that is
just part of growing up.” When interviewed by an investigator, this mother-
type often will be found to have been abused as a child.

Mother abusers often rationalize their behavior as a way to teach sex edu-
cation or to keep a child at home and away from outside interests. With a
male victim, these often single-parent mothers frequently tell the child that
he is “the man of the house” and it is the son’s role to take care of the
mother’s economic and sexual needs.

Sibling abusers may get involved in incestuous sexual activity because they
are curious or shy with others their own age. These abusers may choose
their child victims based upon a potential victim’s perceived vulnerability.
Other children may become sexual abusers because they wish to intimidate
their child victims by force. Oftentimes, an interview reveals that these
abusive children also were victims of sexual abuse.

Indicators of sexual abuse

The following are some indicators which may help to signal the occurrence
of an abusive situation.

1. Fear of being around or alone with certain adults. Sexually abused
children may try to deal with an abusive situation themselves by at-
tempting to stay away from the abuser. If it is observed that they cry or
scream, soil their clothes, or feign sickness around certain individuals,
it may be an indication that the child is being abused sexually. (How-
ever, abused children often do not exhibit the “typical” developmental
stage of shyness.)

2. Extreme repulsion or fear when being touched. Sexually abused chil-
dren often attach sexual significance to being touched by an adult. The
investigator should never touch a child abuse victim on the hand or
shoulder without first asking the child’s permission. This allows the
child to have control of a situation involving touching by an adult,
perhaps for the first time in his or her life.

3. Age-inappropriate knowledge of sexual matters. Children who have
been sexually abused may have detailed knowledge of sexual matters
that are inappropriate to their age. A suspected abuser may tell the
investigator during an interview that the child learned about sex from
another source, such as an x-rated video, magazine, or cable station.

4. Overt sexual acting out with adults. Children who have been sexually
abused often think that all adults like to be treated in a sexual manner.
This is a result of conditioning by their abuser.

5. Simulation of sophisticated sexual activity. Children who have been
sexually abused may be observed simulating sexual acts on other
children while at school or at play.

6. Bruises or “hickeys.” Abused children may have bruises or hickey-
type marks on their faces or necks. These injuries or skin discolorations
sometimes can be observed in suspect areas, such as the child’s groin or
buttocks.
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7. Public masturbation. In some cases, very young female victims may be
observed masturbating in environments such as the classroom.

8. Self-mutilation. Children who have been sexually abused may attempt
to stop the abuse by not taking a shower or a bath, thinking that perhaps
the smell of body odor will stop the abuser. Other sexually abused chil-
dren have been known to use razor blades or knives to cut areas of their
bodies such as breasts, buttocks, or groin. In some cases, sexually
abused children even attempt suicide.

9. Fear of bathroom or shower. As part of the sexual abuse seduction
process, the abuser may use the bathroom or shower as a place where
the child’s inhibitions can be lowered. In this way, the abuser can
“help” the victim undress, dry the child with a towel, or help him or her
dress, while inappropriately touching the child’s body.

10. Violence toward younger children. Children who have been sexually
abused may react violently toward younger children, generally in two
distinct ways: the abused child may experience a personality change
wherein he or she changes from a relaxed individual to one who will
fight violently with everyone he or she encounters; or, the child may
begin to sexually abuse other children.

Other possible indicators of child sexual abuse, such as prostitution and
runaway behavior, problems relating to others, low self-esteem, problems in
the school and community, mental health problems, and delinquency all are
evidence of the very real dangers to children who are the victims of sexual
child abuse.

Incest cycle of abuse—a scenario

Although each incest case is unique, like patterns have been found in cases
where one or both parents suffered incest as a child. Accordingly, sexual
abuse of children has been found in some cases to be a generational phe-
nomenon. Therapists involved in treatment programs with abusive adults
advise that sexual abusers of children are very likely to have been abused
themselves as children. It may be helpful for the investigator to examine the
studies of Beverly James and Maria Nasjlets, who describe specific steps
they have concluded make up a progressive scenario that leads eventually to
intrafamilial sexual abuse.'? Eventually, the abused child, as an adult, is
likely to repeat a similar scenario. When this happens, the cycle of abuse
continues into the next generation.

Marriage. The cycle of abuse begins with two adults who, for one reason or
another, marry. In the case of this abusive cycle, the wife was deprived of
affection as a child; she longed for closeness with her parents but instead got
a sexual response from her father, while her mother pulled away physically
and emotionally. As an adult, this woman blocked herself from feeling af-
fection for men because she knew that closeness got a sexual response. From
the outside, it appears that these two people are living traditional roles, with
the woman being the model wife. In fact, this is not true because although
there is not physical isolation, there is emotional isolation in this marriage.

Baby girl. At this point, the wife maintains the belief that a baby will pro-
vide the marriage with love and tenderness. The baby is perceived as a way
to meet the wife’s needs that were never satisfied when she was a child. A
baby is a person to be trusted. A baby will not ridicule or exploit the mother/
wife. From watching other mothers and their children, the wife knows that a
baby will increase her self-esteem.

Toddler. The mother in this potentially abusive cycle begins to withdraw
physically from the female child when the child becomes a toddler. The



mother feels uncomfortable touching the toddler because touching, for the
mother, has a sexual connotation. The mother may or may not realize that
this is the same stage of development where her mother pulled away from
her. As the mother pulls away from the child, sexual activity with the hus-
band also will diminish within the marriage. The husband begins to feel less
manly, becomes angry, and, because he does not understand the underlying
problems, begins to silently blame the wife for ruining the marriage.

Preschooler. Sexual abuse of the child in this cycle often begins when the
child is 4 to 5 years of age. Children love adult attention and games and are
seduced easily by someone they have learned to trust. The seduction begins
slowly with fondling and extends to oral copulation, all under the guise of
something special. This specialness is sometimes negative, and the child
will try harder to please the father. If the specialness is positive, this may
build resentment against the child by other family members, resulting in the
child trying even harder to please the father.

School-age child. As the child reaches school age, she learns that sex is
something that you nervously giggle about and that sex with a parent does
not happen to other kids. The early specialness that was seen in the relation-
ship with the father begins to lose its power. As the power diminishes, the
father, out of fear, attempts to isolate the child. The father tells the daughter
that if she resists, he will begin having sex with a younger brother or sister,
although he may be doing this already.

Roles become confused. At this point the roles in the family are very con-
fused. The father is the authority figure for the child but also is the child’s
lover. The child has some power as a lover but must obey as a child. The
child is Mom’s confidant and is responsible for making Mom feel better, but
in their outside relationship it must appear as if Mom is in charge. Because
of the confused roles within the family, the child becomes alienated from
the other siblings.

Role reversal. As the mother withdraws from the child, the child begins to
comfort the mother and take over some of the mother’s roles, such as cook-
ing and cleaning. At 5 p.m., when Dad comes home from work, it is the
child who greets him at the door and gets him a newspaper or a drink. The
father then begins to turn to the child for companionship and tenderness. As
the mother continues to become distant in her relationship with the father,
the father grows more seductive with the child.

Breakdown. At this point the child begins making excuses to the father,
trying to stop the abuse. The father responds with money, toys, or extra
privileges. The father also reminds the child that the abuse is her fault, and
the mother would be destroyed if she became aware of the abuse. The
child’s isolation and shame increases. Resentment against the mother often
builds, especially when the child begins to leave items for the mother to
find, such as condoms and semen-laden clothing or sheets.

Adolescent child. At this age the child becomes more aware of the exploita-
tion because full intercourse now puts more pressure on her. The child at
this stage may make an outcry about the abuse to the mother. Although the
mother may believe the child initially, the mother, in this cycle, can offer
only advice to the child, such as locking her bedroom door at night. The
mother knows all too well what the child is going through because, in many
cases, the mother was abused as a child. The child then will become embit-
tered against her mother for the rejection.

Disclosure. At this point, some triggering mechanism may cause disclo-
sure of the abuse. It may be simply a power struggle about curfew between
the daughter and father that will precipitate the abuse outcry. In other cases,
the child, although not streetwise, will run away from home in an attempt to
stop the abuse. When the child is picked up by the police, she becomes
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terrified about returning to the home and will attempt to deal with the police
by making an outcry about the abuse, although minimizing the actual facts
of the abuse.

Parents’ reactions. The parents then are confronted by the police about the
abuse. In some cases, the father will tell the police that the abuse could have
happened, but he was drunk and mistook his daughter for his wife. In pri-
vate, the father will admit to the wife that the abuse occurred one or two
times. The father then will explain his actions by saying “she seduced me”
or “she wanted it.” Initially the mother supports the daughter, but within 2
weeks she begins to minimize the abuse by focusing on special treatment
given the child. The emotional pull on the child at this point is to care only
for the mother’s needs.

Child’ s reaction. The child believes that everything happening to the family
and to herself is happening because she came forward and told. The child is
frightened and often will feel that she let down everyone in the family. Guilt
and shame will increase, although the child will attempt to hide these feel-
ings. Uppermost in the child’s mind is to return to the family home and
comfort mom.

Result of incest. The child’s confused sexual identity, feelings of shame, and
low self-esteem lead her to choose partners who feel generally the same. On
the outside, they look good and competent. They desperately want to have a
family, so they marry, often starting the cycle of abuse again.

Child sexual abuse accommodation syndrome

The child sexual abuse accommodation syndrome is derived from the collec-
tive experience of Dr. Roland C. Summit and from dozens of sexual abuse
treatment centers.'> After reviewing the categories of the syndrome, the
investigator will discover that a victim, either male or female, rather than
being calculating or practiced, is most often found to be fearful, tentative,
and confused about the nature of the continuing sexual experience and the
outcome of disclosure. (For the sake of brevity and clarity, the syndrome is
presented here as it would apply to the typical female victim.)

The syndrome includes five categories, two of which are preconditions to
the occurrence of sexual abuse. The remaining three categories are sequen-
tial contingencies that take on increasing variability and complexity. While
it can be shown that each category reflects a compelling reality for the vic-
tim, each category also represents a contradiction to the most common as-
sumptions of adults. The five categories of the syndrome are:

1. Secrecy. No child is prepared for sexual abuse by a trusted adult. The
child victim, suffering from self-blame that may be reinforced daily by
the offender, is dependent entirely on the offender for whatever reality
is assigned to the sexual abuse situation. Because the offender is terri-
fied that the child will reveal the abusive behavior, the child is sworn to
secrecy by first making “special” promises and then by using threats as
the child gets older. During the sexual abuse, the only consistent and
meaningful impression the child gains from the offender is one of dan-
ger and a fearful outcome if the secret is ever told.

In the event that the child attempts to talk about the abuse, most adults,
even close family members, will respond with silence or disbelief. The
average child never tells. Unless the child can share the secret and expe-
rience a nonpunitive response to the disclosure, the child may spend a
lifetime of self-imposed exile from intimacy, trust, and self-validation.

2. Helplessness. Children are given permission to avoid the affection of
strangers but are required to be obedient and affectionate with any adult



entrusted with their care. No child has the power to say “no” to a paren-
tal figure, but like the adult victim of rape, the child is expected to forc-
ibly resist, cry for help, or to simply escape. By using that standard,
every child victim fails.

3. Entrapment and accommodation. Typically, sexual abuse is not a one-
time occurrence. The child victim finds that there is no way out of the
situation and nowhere to run. The healthy, normal child will learn to
simply accommodate the continuing abuse.

In a classic role reversal scenario often found to occur in situations

of child abuse, the child is given the “power” to destroy the family and
the “responsibility” to keep the family together. The offender offers a
“reward”—if the child keeps the secret, she can protect her siblings
from involvement in the abuse. Also during role reversal, in addition to
the abuse, the victim often must assume many of the functions ordi-
narily performed by the mother.

To deal with a situation of role reversal and sexual abuse, the victim
may structure her own reality. She may turn to imaginary companions
for reassurance and may develop multiple personalities, assigning spe-
cific feelings to the various personalities. The victim also may discover
altered states of consciousness to shut off pain or disassociate herself
from her body. Often, these different states will lead to self-destruction
by a reinforcement of self-hate.

4. Delayed, conflicted, and unconvincing disclosure. Most ongoing sexual
abuse is never disclosed outside the family unit. Disclosure usually is
an outgrowth of overwhelming family conflict, incidental discovery by
a third party, or community education. In addition, if the complaining
child appears unreliable or does not exhibit anger, his or her behavior
may be misinterpreted to mean that the abuse did not happen or that the
child was not harmed.

5. Retraction. Following a disclosure of abuse, the information that the
child has related to the authorities is often retracted. Following the
outcry, the child will discover that her father’s threats about his going
to jail and protective custody are very real. With disclosure, the father
abandons the child and calls her a liar. The mother often does not
believe the child or acts out in rage against her. Unless there is immedi-
ate counseling intervention and the blame is directed to the abuser, the
child will often retract her statements.

Investigation

To understand why a child abuse victim does not come forward readily and
make an outcry about being sexually abused, the investigator needs to un-
derstand the nature and dynamics of incest. The abuser essentially has
seduced the child victim. Children can be ideal victims of a sexually abu-
sive family member because they are relatively helpless and dependent on
the older family members within their family unit. The abuser may have
partial or full access to the child and the seduction process may take from
months to several years to complete. A younger child may view incest as a
natural part of life. Very young children have been known to be “groomed”
by the abuser. This grooming process involves a sequence of events, includ-
ing physical closeness and touching. The physical contact may be perceived
even as pleasant by the younger child; however, these sensations usually are
accompanied by curiosity, puzzlement, and fear. The incestuous family
member, in most cases, is patient while leading the child victim through
various stages of sexual activity. The process often begins with the abuser
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fondling the child or forcing the child to perform masturbation. These initial
acts may lead to forced acts of mutual masturbation between the abuser and
the child. This often progresses to oral sexual acts, intercourse, or sodomy
with the abuser.

Because they are too young and inexperienced to evaluate what is appropri-
ate behavior within the family, children particularly are susceptible to a
family member who might choose, for whatever reason, to sexually abuse
them. Because the child has little basis for comparison, he or she can form
the impression that what is happening is “normal.” This impression may be
reinforced constantly by the abuser, who in most cases, implies that the child
is in some way responsible for what is occurring. It may not be until the
child matures and learns from external sources that the behavior is unaccept-
able and is looked upon as exploitative and abnormal by society as a whole.
At this point, the child may begin to experience shame and guilt and believe
that he or she is at fault or shares responsibility for what has occurred.

An investigation of incest always should focus on the entire family.
Disclosure by an abused child can be complicated if he or she has strong
emotional ties to the abuser or oppressive feelings of guilt about harming
the family if he or she tells. Experience has shown that some victims remain
silent and comply with the abuse in a misguided effort to protect younger
family members from abuse. This belief often comes from the father’s at-
tempts to convince the oldest daughter that if she cooperates with him, he
will not make advances toward her younger sisters. In reality, the father may
be sexually abusing each of his daughters simultaneously.

Male-victim incest cases can be more difficult than female-victim cases to
investigate. A number of factors need to be considered when an investiga-
tion indicates that a male child or children were targeted. The first obstacle
to overcome will be the child’s possible lack of cooperation. If he was
abused by a male, he may question his own sexuality. He probably will not
report the assault because he feels a loss of masculinity. He also may fear
being labeled a “sissy” or “gay” by his peers. All these factors should be
considered, along with the child’s fear of not being believed.

Medical examination

In all investigations of child sexual abuse, a medical examination should be
performed on the child by a physician who has expertise in this area. This
exam should identify not only any acute trauma, but also chronic, physical
indicators of sexual abuse. The investigator must be aware that not all physi-
cians are trained sufficiently to perform a sexual abuse examination on a
child. Because of this, the investigator must know which physician will be
performing the examination. To determine a physician’s expertise in the area
of child sexual abuse, the investigator can present the physician with a pro-
tocol or checklist of items that the physician must address during an exami-
nation. One example is the “Checklist of Medical Examination and
Laboratory Tests for Sexually Abused Children,” which was developed by =
the Cook County State’s Attorney’s Child Advocacy Advisory Board'* and
adapted for a report by the Cook County Sheriff’s Police Department.' (See
Appendix B.) If the physician indicates that he or she is unable or unwilling
to examine all of the areas on the checklist, this may indicate the physician’s
lack of expertise.

Depending on the jurisdiction, the medical examination is performed before
or after the interview with the child victim. Because child abuse victims
often are embarrassed to tell an investigator the details of a sexual assault,
even if the child alleges “only” that he or she was fondled, a sexual abuse
medical examination should be completed. The physician should begin by
conducting a complete medical evaluation of the child and noting any



injuries. The degree and extent of sexual abuse soft tissue injuries will de-

pend, in many cases, on the size and age of the child and if lubricants were
used by the abuser. The investigator also needs to be aware that any state-

ments the child makes to the physician during the examination can be used
in most jurisdictions in the physician’s court testimony.

In an examination of male genitalia, the penis should be examined to de-
termine if there is any discharge, lacerations, erythema (redness), unusual
tenderness, or lesions (abnormal tissue formations). The testicles should be
examined for bruises, tenderness, lesions, and abnormal marks.

During a female child sexual abuse examination, the physician should
identify the child’s position during the examination. Most physicians use the
face of clock for a descriptive correlation of injury locations. The clitoral
hood usually is described as at the 12 o’clock position. The midline raphe,
the area between the posterior fourchette and the anus, is at the 6 o’clock
position. An imaginary line between the 3 o’clock and 9 o’clock position
bisects the hymenal orifice (see drawing below of female genitalia). Fond-
ling injuries most often occur above the 3 o’clock to 9 o’clock position.
Penile penetration injuries most often involve the posterior fourchette and
the hymen between the 4 o’clock and 8 o’clock position. The 6 o’clock
position is the single most frequent location of penile trauma.'® Masturba-

tion or tampon insertion does not produce abrasions, lacerations, or
contusions.

Figure 1. Female genitalia'’
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The physician should examine the labia for bruises, internal or external
erythema and abrasions, and adhesions. The vagina should be examined and
the physician should note any discharge and take cultures, if necessary.
Bruises, erythema, lacerations, scarring, and tenderness also should be
noted, as well as whether the vagina gapes open. All women are born with
hymens, although there are several shapes and types.'® The physician should
note whether a hymen is present (if so, note the type), absent, or partially
absent. In some cases, a partially absent hymen will cause an adhesion.
Scarring or thinning of the hymenal opening also should be noted by the
physician. Minor introital injuries can be observed in 70 to 80 percent of all
victims of vulvar coitus, attempted coitus, or completed vaginal penetra-
tion.'?

Because a female child’s labia are more rigid than the usually more elastic
adult female labia, an abuser often will attempt to penetrate the anus of a
female child victim rather than her vagina. The anus of male victims also
should be examined for physical indicators of sexual abuse. Some chroni-
cally sodomized children may exhibit no anal findings, particularly if the
abuser was relatively careful and used lubricants.?

The anus should be examined to determine if the rectal sphincter is relaxed,
causing a gaping opening. Then, by perianal stroking with a cotton swab, the
physician can determine if the wink reflex (muscle constriction at anus
opening) is appropriate. Perianal fissures should be examined for scarring,
and the anus should be examined for posttraumatic skin tags.

Conclusion

The victimization of children has grown to such exceptionally high propor-
tions in American society that each citizen should be vitally concerned with
the ramifications of such acts. Children must not be viewed as objects to be
used, abused, and discarded. They are the future of our society, and we, as
instruments of law enforcement and as concerned adults, have a legal as well
as moral obligation to protect them from those who would do them harm.
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Appendix B: Checklist of medical examination and
laboratory tests for sexually abused children

CHECKLIST OF MEDICAIL EXAMINATION

—_—————————
POLICE AGENCY NAME:

AND LABORATORY TESTS FOR SEXUALLY ABUSED CHILDREN

AGENCY CASE NUMBER:

e ——————————— |

COMPLETE MEDICAL EXAMINATION

FACILITY NAME: ADDRESS:
[ NAHE OF PHYSICIAN: HAGSPITAL T OFFICE
TELEPHONE: ! TELEPHONE:
EVIDENCE OF PHYSICIAL INJURIES
TYPE OF INJURY TYPE OF INJURY YES | NO TYPE OF INJURY YES | NO
DERMATOLOGICAL INJURIES BURN (5) HEAD INJURY
ABRASIONS RECENT 1) ORAL CAVITY
LACERATIONS HEALED 2
BRUISES ABDOMINAL INJURY 3
SCARS BODY CHART COMPLETE OTHER:
EXAMINATION OF THE FEMALE GENITALIA
EXAMINATION POSITION: (INDICATE)
LABIA YES | NO VAGINA YES | NO HYMEN YES | NO

BRUISES DISCHARGE ABSENT
ERYTHEMA (REDNESS) LACERATION(S) PARTIALLY ABSENT

EXTERNAL ABRASION(S) PRESENT

INTERNAL | SCAR®) LACERATION(S)
ABRASIONS ERYTHEMA IRREGULAR

EXTERNAL TENDERNESS THINNED

INTERNAL BRUISE(S) THICKENED
OTHER: GAPING INTROITUS SCAR(S)
OTHER: LESIONS INTERRUPTED
OTRER: OTHER: OTHER
OTHER:

EXAMINATION OF THE MALE GENITALIA EXAMINATION OF THE ANUS
TESTICLES N PENIS YEs | No YEs | No ||
BRUISE®) DISCHARGE GAPING |
TENDERNESS LACERATIONS(S) SCAR(S)
HEMATOMA LESION(S) LESION®)
MARKS ERYTHEMA LACERATION(S)
LESIONS TENDERNESS PERIANAL FISSURE(S)
OTHER: '} ABRasioNs SKIN TAGS
OTHER: OTHER: INCREASED TONE
OTHER: | orner: DECREASED TONE
OTHER: OTHER:
[ ADDITIONAL:
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LABORATORY TESTS AND X-RAYS

TRIMUCOSAL YES URINE YES YES | NO
ORAL PREGNANCY
RECTAL TYPE OF TEST
VAGINAL URINALYSIS RPR
PENILE URINE CULTURES & SENSITIVITY OTHER:
GONORRHEA OTHER: SKELETAL SURVEY POS NEG
CHLAMYDIA PAP SMEAR SPECIFY TYPE:
TYPE OF TEST WET MOUNT FOR OTHER:
TRICHOMONIASIS OTHER:

EVIDENCE COLLECTION

SEXUAL ASSAULT KIT PREPARED CLOTHING INVENTORIED

STATEMENTS BY CHILD
(TO BE ENTERED, WHERE APPLICABLE)

TO SOCIAL WORKER:

ll SIGNATURE:

A OFFICER'S
NAME: (PRINT) ‘TELEPHONE:
—
ING PHYSICIAN'S NAME: PHYSICIAN'S

SIGNATURE:

1 HEREBY AUTHORIZE THE FOLLOWING NAMED EXAMINING PHYSICIAN, )
‘WHOSE ADDRESS IS s TO
RELEASE THE ABOVE INFORMATION ABOUT WHOSE
DATE OF BIRTH IS, 9 TO THE FOLLOWING NAMED POLICE AGENCY

(AGENCY'S NAME AND ADDRESS
POR THOSE PURPOSES THAT POLICE AGENCY BELIEVES TO BE APPROPRIATE IN THEIR INVESTIGATION.

SIGNATURE: J DATE:
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Appendix C: “Drawing Interviews”:

An Alternative Technique

“Drawing Interviews”:
An Alternative Technique

By Robert Hugh Farley

In our first child abuse case, over 11 years ago, my part-
ner and I were assigned to investigate the apparent physi-
cal abuse of a 5-year-old boy. During our short interview
with the victim, we learned that he had been caught play-
ing with matches and was subsequently punished by his
mother’s boyfriend, who placed the boy’s hand on the
open flame from a gas stove.

At the conclusion of the interview the boy was trans-
ported to the hospital, where he was treated for the burn
before being turned over to a protective service worker
from the Illinois Department of Children and Family
Services.

On the way from the hospital to the Protective Service
Office, the worker and the boy stopped at a restaurant for
a hamburger. While he was eating, the 5-year-old boy
told the worker the hamburger smelled funny—*“like my
mom’s [vagina].” The worker rushed the boy back to the
police station, where we finally conducted a lengthy
interview. From this interview, it was learned that the
victim had been subjected to extensive sexual abuse not
only from his mother, but also from the mother’s boy-
friend. If not for his spontaneous announcement, how-
ever, the sexual abuse would have gone undetected, and
the court would have returned the boy to the mother.

This incident demonstrated plainly that “simple” cases of
physical child abuse are rare. We had thought that, once
established from the victim, the interview could be con-
cluded. But experience shows that in all child abuse
investigations, a detailed, lengthy, and very sensitive
interview of the victim is critical.

In recent years, extensive publicity has been given to the
use of anatomically correct dolls for the interviewing of
sexually abused children. While it is true that many clini-
cal professionals have had very good results with these
dolls, unfortunately, it is also true that a significant num-
ber of youth officers across the country have been ex-
pected to use the dolls in child abuse interviews despite a
lack of training in their proper use.

Drawing Pictures

An excellent alternative for a police officer to use—
either in conjunction with or instead of the dolls—is to
have the child draw his own pictures. In many cases,
using the child’s own “drawings,” rather than anatomi-
cally correct dolls, will provide a more productive inter-
view with the child abuse victim.

Prior to starting the child abuse “drawing interview,” the
police officer should learn as much as he can about the
case. It should be determined when the child last ate or if
he is hungry. The interview should never be conducted
during the child’s regular nap time or when he normally
goes to bed for the night.

When starting a child abuse interview, the police officer
must first address the victim’s fear of retaliation for re-
vealing the circumstances of the abuse or identifying the
abuser. This initial action is very difficult for both the
victim and the interviewer, since a police officer repre-
sents a threat in the sense that he can arrest the abuser.

The interviewing officer should furnish the child abuse
victim with a box of crayons, pencils, and several sheets
of paper at the start of the interview. If he presents him-
self to the child as a warm and caring person, the child
may think that the drawings are a game, not even realiz-
ing that he is being interviewed.

The “drawing interview” should begin with the inter-
viewer asking the victim to write or print his name on a
sheet of paper that, depending on the victim’s age, is
either lined or unlined and colored. This step of the inter-
view will provide the police officer with some idea of the
educational and developmental stage of the victim.

The second step is to ask the child to draw a “picture of
himself.” The child may object at this point, telling the
interviewer that he can’t draw very well, but he should
simply be encouraged to do the best he can.

When the child has finished the drawing, the interviewer
can use it to go over the child’s name and the locations
for the different body parts. The interviewer should begin
this portion of the interview by asking the child the color
of the hair on the drawing and locations of the eyes, the
mouth, belly button, etc. The last questions asked should
be the locations and names of the sexual body parts. In
some cases, the interviewer may wish to have the child
label the body part locations on the drawing.
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If the drawing the child has done of himself portrays an
unhappy face or scene, the interviewer should then ask,
“She doesn’t look happy; why is that?”

In the third step, the child is provided with another sheet
of paper and asked to “draw a picture of his family.” This
step is very important as it may provide the interviewer
with important information concerning an outsider such
as a boyfriend, grandfather, etc., who is living in the
family residence or has daily access to the family.

When the family drawing is completed, the child is asked
to label all the people in the drawing, including the fam-
ily pet. The interviewer can then ask such questions as
where the various people sleep in the house, which per-
son the child likes the least or the best, etc.

For the final step of the drawing interview, the child is
provided with another sheet of paper and asked to “draw
what happened.” When the drawing is completed, the
child is asked to explain the circumstances of the abuse
portrayed in the picture. He is asked to label the name of
the abuser and the victim and, in cases of physical abuse,
asked to identify the instrument of abuse and where it is
stored.

As the child completes each drawing, the interviewer
must take the time to go over it in detail with the child. If
the interviewer observes some portion of the drawing that
is unusual, exaggerated or overemphasized, such as the
mouth in figure 1, he should ask the child for an explana-
tion rather than making assumptions of any kind.

Of course, the police officer/interviewer, who is typically
untrained in art therapy, must remember not to fall into
the trap of playing amateur psychologist and attempt to
analyze the drawings himself. This job must be left to the
professional art therapist.

Conclusions

“Drawing interviews” offer some advantages that the
anatomical dolls do not:

m They allow an abused child to express graphically
what he may be afraid or unable to express verbally.

m They decrease the child’s anxieties during the inter-
view by providing him with a motor activity.

m Drawings of “what happened” will provide written
evidence of what actually happened to the child. The
drawings may also allow the resurfacing of repressed
feelings or facts that normally would not be uncovered
in another type of interview.
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m Drawings will provide “hard physical evidence” of
what the child has related to the police investigator
during the interview, making it easier for a police
officer on the witness stand to explain the child’s
version of what happened.

m The paper, pencils, and crayons used in the drawings,
if not readily available, can be carried easily by a
police officer.

In conclusion, the police officer must remember that the
child who has been sexually or physically abused has
also been emotionally abused. The “drawing interview”
can be conducted in such a manner that it is nonthreat-
ening, nonaccusatory, and, hopefully, nonharmful to an
already scarred child.

Figure 1: “Draw Yourself”

This drawing was done by a 14-year-old boy who had
been anally and orally sodomized by his stepfather for
over 6 years. When the picture was first drawn, there
were no arms. When the boy was later questioned by the
interviewer about the missing arms, he advised that he
had forgotten to put them in, and the arms were then
added to the drawing. When questioned about the object
depicted in his mouth, the boy said it was a “wanger.”
Further questioning established that a “wanger” was the
stepfather’s penis.




Figure 2: “Draw Your Family”

The purpose of this drawing, done by a 10-year-old-girl, was to identify the other members of the family unit. The girl
depicted two “friends” between Mom and Step Dad. When later questioned by the interviewer, the girl advised that
“those are Mom’s two boyfriends, who visit the house when Step Dad is out driving his truck on the road.”

FZP Dud :

|

Figure 3: “Draw What Happened”

This drawing was done by an 8-year-old boy who has suffered a history of physical abuse from his stepfather. In this
drawing, the boy had knocked over a bag of feed in the basement of the family home. The boy’s 6’5" stepfather grabbed
him by the neck and, while holding him in the air, choked the breath out of him. Going over the drawing with the inter-
viewer, the boy explained that the shading on his face was when he had turned red and the tear was when he was crying.

Note the heavy black line depicting the anger on the

stepfather’s face. Although the incident had been witnessed by the

boy’s uncle, the boy later recanted his testimony under pressure from his mother.
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Appendix D: Incest: Intrafamilial abuse

student outline guide

A. Sexual abuse indicators

1.

A

Fear of being alone with an adult

Extreme repulsion or fear when being touched
Inappropriate knowledge of sexual matters
Overt sexual acting out towards adults
Simulation of sophisticated sexual activity
Bruises or hickeys on the face, neck, groin,

Abrasions

Lacerations

Scars

Gaping vaginal opening

. Hymen examination:

Absent
Present (type)

or buttocks

Public masturbation
Self-mutilation

Fear of bathroom or shower

10. Violence toward younger children

0O ®© N

B. Incest sexual activity

1. Fondling erogenous zones
2. Mutual masturbation

3. Oral and genital

4. Intercourse

C. Sexual soft tissue injuries

1. Examination of the male genitalia
a. Penis examination:
Discharge
Erythema (redness)
Abrasions
Lacerations

Lesions (abnormal tissue formations)

b. Testicle examination:
Tenderness
Bruises
Hematoma

c. Anus examination:
Gaping
Wink reflex
Increased tone
Decreased tone
Scars
Lacerations
Lesions

2. Examination of the female genitalia
a. Labia examination:
Bruises
Erythema (redness)
Abrasions
Adhesions

b. Vagina examination:
Discharge
Bruises
Erythema (redness)

Laceration
Thinned
Thickened
Scarred

D. Family breakdown

1. Nuclear family: blood kinship
2. Horizontal legal relationships
3. Enhanced polarization

E. Incest: “taboo’ history

1. Superstition, sin, or criminal act

2. Moses born of his nephew and aunt
Cleopatra married her brother

Early Christianity: “32nd cousin”
Count Borgia; Pope Alexander VI
Church of England: Table of Kindred
and Affinity

S

F. Incest abusers

1. Father/father abuser profile:
a. Introvert, isolated
b. Rationalizer, lover, teacher
c. Elitist, intelligent
d. Sexually free
e. Tyrant, authoritarian
f. Alcoholic
g. Psychopath, child molester

2. Mother/mother abuser profile:
a. Drifter
b. Seductive possessor
c. “Man of the house”
d. Psychopath, child molester

3. Sibling/sibling abuser profile:
a. Curious
b. Shy, introverted
c. Brutal, intimidator
d. Psychopath

G. Incest victim’s mother

1. Passive, child-woman
2. Intelligent, competent, distant
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3. Rejecting, vindictive
4. Psychotic or severely retarded

H. Incest cycle

Marriage or joining of two people
Deprived of affection as children
Closeness received a sexual response
Appear to be living traditional roles
Emotional isolation, not physical isolation

Nk W=

I. Baby

1. Baby meets parents’ infantile needs of love,
affection, and tenderness

2. Baby is a person to be trusted

3. Baby will not ridicule or exploit

4. Baby will increase self-esteem

J. Toddler

1. Mother withdraws physically after child’s
infancy

2. Child’s behavior is seen as sexual

3. Same period of development when the toddler’s
mother withdrew

4. Sexual activity will diminish

5. Husband feels less “manly,” is angry, hurt

K. Role reversal

1. Child/mother comforts mother

2. Child/wife greets Dad at 5 p.m.

3. Mother grows distant

4. Father grows seductive with child

L. Preschooler child

Abuse often begins at age 4 or 5

Child loves adult attention, games, secrets
Easily seduced by someone they trust

Oral copulation, masturbation, and genital
manipulation

Child “special,” is treated differently by father
Specialness negative; they will try harder
Specialness positive; resentment, try even harder

b e

Nowm

M. Roles become confused -

1. Father is authority figure, but also lover

2. Mother’s confidant, responsible for her
well-being, but must act as if mother is in charge

3. Alienated from siblings because of relationships

N. School-age child

1. Learns sex is something secret you giggle about
2. Sex with a parent does not happen with
other kids
3. Secret and specialness loses their power
4. As child matures, desires affinity with peers
5. Isolation enforced by fear of father
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O. Breakdown

1. Child resists; extreme forms or coercion begin:
money, toys, privileges

Father would be punished, mother destroyed

Everyone will know it was the child’s fault

Child’s isolation and shame increase

As child is parenting mother, resentment builds

Child begins to leave signs for mother to

discover

A

P. Adolescent child

1. Child becomes more aware of the exploitation

2. Intercourse increases the pressure

3. Father begins to use threats of violence or
another sibling as a lover

4. Possible “outcry” to mother

5. Embittered against the mother who rejects

Q. Disclosure

1. Usually from a power struggle between
abuser and child
2. Child wants the behavior to stop, but shame
is intense
3. Child will attempt to escape by running away
4. Child not “streetwise,” will attempt to deal with
police when caught
5. Victim will minimize the abuse

R. Parents’ reactions

1. Confrontation with authorities

2. In private, molester admits to wife “one to two
times,” but “she wanted it,” “she seduced me,”
“I don’t remember, I must have been drunk”

3. Initially mother supports daughter, but begins to
minimize the abuse within 2 weeks

S. Child’s reaction

1. Questioned by police or social service

2. Child: Alone, frightened, “deserved it,” “all of
this is happening because I told”

3. Child wants to take care of mother

T. Result of incest

1. Confused sexual identity, feelings of shame

2. Low self-esteem, leads to partners who feel
the same

3. Appears fine from the outside

4. Desperately wants to marry and have a family

5. The cycle begins again ’



U. Child sexual abuse accommodation syndrome

1. Secrecy

a. Source of fear; promise of safety
b. Intimidation, isolation, self-blame
c. Happens only with the offender, not
other adults
d. Child is entirely dependent on the offender
e. “Outcry” is countered by silence and disbelief

. Helplessness

a. Children are told to avoid strangers

b. Required to be obedient and affectionate
with others

¢. Child expected to call for help or resist

d. Bed covers protect against monsters

. Entrapment and accommodation

a. Dependent molestation not a one-time act

b. Child learns to accept and survive

c. Child given power to destroy the family or the
responsibility to keep it together

d. Child must build pockets of survival

e. Begins to seek active expression; self-
destruction or exploitation

. Delayed, conflicting, and unconvincing

disclosure

a. Most ongoing abuse is never disclosed

b. Disclosure is the result of overwhelming
family conflict, incidental discovery by a
third party, or outreach by social agencies

¢. Not all victims are angry or unreliable

S.

Retraction

a. The victim discovers the threats are real
b. Father calls her a liar

¢. Mother faults the child

d. Child “admits” she lied

V. Dangers of syndrome testimony

1.
2.
3.

Abused children exhibit certain characteristics
Rape trauma syndrome

Does the offender exhibit molester
characteristics?

W. Vocal parental alienation syndrome

1.
2.
3.
4.

5.

Father is the hated parent

Mother is the loved parent

Child obsessed with minor complaints
Fabrication of sex abuse: Quick action, valuable
in custody

Extends to father’s family

X. Vocal “accommodation”

1.
2.
3.

Child can accommodate parent’s expectations
Child can be self-directed

Child can be shaped toward beliefs that

are not valid or are lies

Children accommodate interviewers
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Chapter 3:
Child Sexual Exploitation

History of child sexual abuse

Child sexual abuse is not a new phenomenon. During ancient times boy
brothels flourished in Rome and virtually every city in Greece. Greek myth-
ology is filled with incestuous themes. Infants were castrated in their cradles
for later use as eunuchs in brothels.' Throughout history, children have been
a marketable commodity; they were sold outright to houses of prostitution.
In some cultures it was not an uncommon custom to lend a wife or a daugh-
ter to a visiting guest as the ultimate act of hospitality.

Today it has been clearly established that the incidence of child sexual
abuse is exceedingly high in both large and small communities throughout
America. The problem is centuries old, but is now a primary issue for law
enforcement investigators everywhere.

Definitions

As a general rule, child sexual abuse refers to any sexual contact between
an adult and a child. However, investigators should rely on the definition of
child sexual abuse established by their State legislatures.

The National Center on Child Abuse and Neglect defines child sexual
abuse as:

Contacts or interactions between a child and an adult when the child is
being used for the sexual stimulation of the perpetrator or another person.
Sexual abuse may also be committed by a person under the age of 18
when that person is either significantly older than the victim or is in a
position of power or control over the child.?

There are three primary categories of child sexual exploitation: (1) the
physical molestation of children, (2) child prostitution, and (3) child
pornography.

Facts about child sexual abuse

A child is sexually abused within the United States every 2 minﬁtes:
—Senator Christopher Dodd

Estimates regarding the incidence of child sexual abuse range from 45,000
to 1 million incidents a year.®* The National Committee for the Prevention
of Child Abuse estimates 200,000 to 600,000 cases every year. The Ameri-
can Humane Association cites a 200-percent increase in the recorded num-
ber of child sexual abuse cases since it first began keeping statistics in
1976.* Most authorities agree that for every case reported there are 20 that
go unreported. Another distressing statistic is that in most cases, the child
knows the perpetrator.’
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To fully appreciate how frequently this type of crime is committed in a com-
munity, consider that one out of three girls and one out of six boys will be
sexually abused by age 13. In addition, research conducted by Dr. Gene
Abel at the New York State Psychiatric Institute in Manhattan shows the
average number of molestations either attempted or completed by child
molesters he studied was 68.°

Many of the same factors described in Chapter 1 also can exist in a family
where a child is sexually abused. They include:

1. A family history of abuse.

The influence of alcohol or other chemical substance on the abuser.
Physical and social isolation of the family.

Unrealistic expectations of the child.

Marital strife.

AN o

“Targeted” children.

Children of all ages are sexually abused. Cases are on record of children no
more than several weeks old being sexually abused. However, children
between the ages of 8 and 12 appear to be the most vulnerable.’

Sexual exploitation

The sexual exploitation of children is a sensitive and emotional topic that
has received increasing public attention in recent years. While children have
been sexually exploited for centuries, authorities have only lately begun to
understand the severity and scope of the problem. The common belief that
child sexual molestations are infrequent and isolated is gradually being
replaced by the knowledge that there is a significant population of pedo-
philes who actively prey upon children (pedophilia is a sexual perversion in
which children are the preferred sexual objects).

Sexual exploitation of children is occurring in virtually every community in
our Nation. Typically, the victims are persuaded rather than forced into
submission by someone who shows them attention and caring, and the chil-
dren rarely report the molestation. This is true even after the pedophile has
rejected them for having grown past the age or physical development of the
pedophile’s preference. The child might fear punishment, feel guilt, or may
not want to get his or her “best friend” in trouble. Although denying in-
volvement, the child frequently is looking for a way to end the relationship
with the molester, but does not want to see him or her punished for actions
for which the child has been made to feel responsible.

The widespread misconception that child molestation consists solely of
children being seized from the street and forcibly molested also is undergo-
ing a gradual change. Although these incidents do occur, the vast majority of
child molesters are adults who seduce children through subtle intimidation
and persuasion.

Child molesters are generally males ranging in age from young adults to
elderly persons and are divided into three classifications. The classifications
may overlap, and this overlapping can be determined only by a thorough
investigation.

The stranger molester will use force or fear to molest children. As the term
implies, the child does not know the molester. This type of molestation is
usually reported promptly to authorities because the trauma to the child is
readily apparent. The investigator conducts this type of investigation as he
or she would any other sexual abuse case.
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The incestuous or intrafamilial molester is usually an adult male (father,
stepfather, or live-in boyfriend of the mother) who molests the female child
or children. Although physical abuse may occur, the molestation usually is
secretive and is accomplished through mental duress and threats—that the
child would be removed from the family if she did not succumb to his
wishes, that she would be blamed for hurting the family if the offender is
arrested, or that a sibling would be sexually abused if the victim did not
consent. The molestation occurs over an extended period of time, occasion-
ally into the victim’s adulthood. Through intimidation, the child is made to
feel responsible for the molestation and for keeping the acts a secret. This
secret normally is retained between the offender and the victim, or within
the immediate family. (See Chapter 2 for a discussion of Incest.)

The pedophile takes pride in his sexual interest in children. (Because most
pedophiles are men, the pronoun “he” is used in this chapter when referring
to pedophiles.) He believes society is wrong in condemning sexual activity
between an adult and a “consenting” child. However, because he fears ap-
prehension, he may never physically molest a child, but may gain sexual
gratification through child pornography or child erotica. The pedophile is

a producer, consumer, and noncommercial distributor of child pornography,
although on occasion he also is a commercial distributor. His desire is

for children to obey his requests and to not inform anyone of their
relationship.

While victims range in age from infants to the legal age of adulthood, they
are most often between 6 and 17 years of age. They often are underachiev-
ers in school and at home. They lack parental supervision, are usually from
unstable homes, are often runaways, and lack love and attention. Most
spend the majority of their time in public places, such as parks, theaters, or
arcades. Pedophiles find victims by offering friendship, interest, and a con-
cerned attitude. Children fear telling anyone because of implied or direct
threats of physical harm, possible disbelief by their parents, or fear of expo-
sure to their peer groups.

The effects of sexual exploitation of a child may be recognizable immedi-
ately by certain behavioral indicators. (These behavioral indicators, how-
ever, may be generated by other problems and do not necessarily point to
sexual exploitation as their cause.) An immediate reaction to sexual abuse
usually entails emotional and behavioral problems wherein the juvenile has
difficulty relating to family and friends—most children are not equipped to
handle such emotional trauma. If the child’s friends learn of the abuse, the
emotional impact can be devastating.

Long-term effects of sexual exploitation could be even more serious. The
victim may have extreme difficulty in relating normally to a sexual partner
later in life and may also become a child molester.

Characteristics and behavioral indicators
of a sexually exploited child

1. Is usually between 6 and 17 years of age.
2. May be unsupervised (is frequently a runaway at an older age).

3. May have poor family ties, a broken home, or an unstable
home environment.

4. May be an underachiever at school and at home.

b

Arrives at school early and leaves late.
6. Has abrupt or recent changes in mood, attitude, and behavior.
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7. Seeks affection, attention, praise, and rewards.

8. May have more money than normal for such things as new toys
or new clothing.

9. Spends more than the normal amount of free time at recreation
areas, theaters, or other youth hangouts.

10. May spend an inordinate amount of time with adults.

11. May withdraw from family and peer groups or may form
new peer groups.

12. May “act out” or sexually abuse younger children either inside
or outside the home.

13. May use age-inappropriate language or sexually explicit language.
14. Draws sexual pictures (if prepubescent).

15. Resumes bedwetting.

16. Exhibits discomfort around specific adults.

17. Is sexually self-conscious.

18. Begins using alcohol or drugs.

19. Declines abruptly in school performance.

Pedophilia

“Pedophilia” is a psychiatric term used to describe a person who has an
exclusive or preferred sexual interest in prepubescent children. As such,
there is no criminal statute making it illegal to be a pedophile. Through
widespread use in the media, pedophilia has taken on a broader definition to
include any person who is sexually attracted to children.

The American Psychiatric Association’s diagnostic criteria for a pedophile
in its Diagnostic and Statistical Manual of Mental Disorders (DSM III) are:

1. Having recurrent, intense sexual urges and sexually arousing fantasies
involving sexual activity with a prepubescent child or children; fanta-
sies occur over a period of at least 6 months.

2. Acting on the these urges or being markedly distressed by them.

3. Being at least 16 years of age and at least 5 years older than the child
or children.

Studies have shown that many pedophiles were themselves sexually abused
at an early age.® Most pedophiles prefer children of a specific age group or
stage of physical development. For example, a pedophile may be sexually
attracted only to boys between the ages of 8 and 11 or boys in that stage of
physical development. He will foster relationships with children in this age
range and sexually exploit them. When a child passes the upper age limit,
the pedophile usually will terminate the relationship, sometimes passing the. -
child on to another pedophile whose preference might be for children be-
tween the ages of 11 and 14 or in that stage of physical development. While
pedophiles usually have a sexual or age preference for children within either
a narrow or broad age range, any child who is accessible to the pedophile is
at risk.

Pornographic material depicting children involved in sexual activities is
frequently used to entice children into thinking the behavior is acceptable
and to lower their inhibitions. Pedophiles tell the children that sexual activ-
ity is normal, and photographs, magazines, movies, and videos are used as
supporting evidence. Offenders sometimes give the children alcohol, drugs,
or narcotics to dull their senses and make them more susceptible to the
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photographs
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Developing relationships

abuse. During this enticement process, pedophiles continually provide en-
couragement to the victims by saying there is nothing wrong with the sexual
activity: “If they [the children in the pornographic materials] can do it, you
can too.”

During the course of their sexual activity with children, pedophiles may
take photographs and make movies, which they use for sexual fantasies
later. Some of these photographs also may appear in Lollitots, Piccolo, and
Lolita, publications that feature child pornography. Additionally, some
movies portraying these activities are reproduced and distributed privately
or commercially. The sale of child pornography is estimated to be a
multimillion dollar business involving an international network of
pedophiles and purveyors of child pornography.

The single-parent family is particularly vulnerable to the pedophile; the
parent usually has a full-time job and is attempting to fulfill the role of both
parents, as well as run the household. In many cases the parent is unable to
provide the psychological support the child needs. These situations may
contribute to the success of the child molester who can and will provide the
caring and attention, however superficial, that may be lacking at home. Of
course, domestic problems in intact families also can make children vulner-
able to the pedophile.

The method of operation used by pedophilic pimps closely parallels that
used by the pedophile in encounters where no money is exchanged. The
pimps spend time developing relationships with the children they desire to
exploit (several cases have disclosed that they may be familiar with one or
both of the children’s parents). Pedophilic pimps take their victims to parks,
the beach, the movies, or amusement parks, wherever the children want to
go. In addition, they may buy the children gifts, anything from candy or toys
to an expensive vacation or a car. When a positive rapport has been devel-
oped, the pimp usually makes sexual advances and recruits the child into
prostitution.

The traditional picture of the child molester, an unkempt old man in a
trenchcoat huddled on a street corner clutching a bag of candy, has been
effectively dispelled through information obtained in sexually exploited
child investigations in recent years. Child molesters come from all walks
of life and from all socioeconomic groups.

Characteristics and behavioral indicators
of a pedophile

1. Is most often an adult male.
2. Is usually unmarried.

3. Works in a wide range of occupations, from unskilled laborer
to corporate executive.

Relates better to children than to adults.

Socializes with few adults, unless they are pedophiles.
Usually prefers children in a specific age group.

Usually prefers either males or females, but may be bisexual.

® N n s

May seek employment or volunteer with programs involving children
of the age and sex of his preference.

9. Pursues children for sexual purposes.
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10. Frequently photographs or collects photographs of his victims, either
dressed, nude, or in sexually explicit acts.

11. Collects child erotica and child-adult pornography:
(a) To lower the inhibitions of victims.
(b) To fantasize when no potential victim is available.
(c) To relive his sexual activities.
(d) To justify his activities. (The depiction of others engaged in these
acts legitimizes them in the pedophile’s mind.)
(e) To blackmail victims to prevent them from telling.

12. May possess and furnish narcotics to his victims to lower
their inhibitions.

13. Is usually intelligent enough to recognize that he has a personal problem
and understand the severity of it.

14. May go to great lengths to conceal his illicit activities.

15. Often rationalizes his illicit activities, emphasizing his positive impact
upon the victim and repressing feelings about the harm he has done.

16. Often portrays the child as the aggressor. This usually occurs after the

child realizes that by withholding “sexual favors” the child will obtain
what he or she desires, such as new toys, clothing, or trips.

17. Talks about children in the same manner as one would talk about an
adult lover or spouse.

18. Often was a child molestation victim and frequently seeks out children
at the age or stage of physical development at which he was molested.

19. Often seeks out publications and organizations that support his sexual
beliefs and practices.

20. Usually corresponds with other pedophiles and exchanges child
pornography and erotica as proof of involvement.

21. Is usually nonviolent and has few problems with the law (pedophiles
frequently are respected community members).

Several studies regarding causation report that pedophiles often claim to
have been victims of molestation as children or come from homes where
discussion of sex was prohibited. However, while this information is possi-
bly relevant for later involvement with the courts, it has no relevance to the
investigation unless the alleged offender is a juvenile.

There are a number of pedophile organizations that not only favor child
sex but have joined forces with others that share their point of view. Groups
such as the North American Man/Boy Love Association (NAMBLA), Rene
Guyon Society, the Childhood Sexuality Circle, Person to Person, and the
Lewis Carroll Collectors Guild publish newsletters supporting their posi-
tions and exposing police methods of identifying pedophile offenders.

Child prostitution

Within the United States the use of prepubescent children for prostitution is
rare; adolescent prostitutes are more common. Many of these juveniles come
from physically or sexually abusive homes or have been victimized by
pedophiles who have discarded them. Often they are thrownaways or
runaways.

These juveniles are actively sought by pimps, who will frequent bus or train
stations seeking youth who are alone and appear lost or confused. These
juveniles also may be introduced to the pimp by others who have had prior
contact with him.
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The pimp will create a situation in which the adolescent becomes indebted
to him for food, shelter, and possibly drugs. Once indebted, the juvenile can
be forced into prostitution to meet a demand for repayment by the pimp,
who controls the juvenile’s earnings and often uses violence to enforce his
demands.

Prostitution frequently leads to child pornography. These cases are difficult
to prove because the child may be developed physically. Proof must be
shown that the actor is a child and that the offender had knowledge of the
child’s age.

Child pornography and erotica

Federal law defines child pornography as “the visual depictions of a
person under 18 years of age in actual or simulated sex acts, lewd exhibition
of genitals or rectal area, urination, or defecation.” Although definitions
and statutes vary, in many States it is a criminal offense to possess child
pornography.

Child erotica is anything that may cause sexual arousal in the pedophile.
This can range from nudist magazines depicting children to school photo-
graphs, literature, or a collection of children’s clothing. Possessing child
erotica is not illegal, but if discovered during an investigation, should be
considered as an indication of an individual’s proclivity.

Unlike adult pornography, there are few commercial producers of child
pornography. The material on the commercial market is usually amateurish
and produced by the pedophile. He either sends photographs, films, or vid-
eos directly to the distributor or distributes it via pedophilic networks where
the material is reproduced, eventually becoming available for commercial
distribution. Pedophiles have been known to retain a pedophilic collection
of photographs, magazines, movies, videos, and correspondence for many
years.

Investigating the crime

When beginning an investigation into an allegation of child sexual abuse,
the investigator should find out the relationship of the suspected abuser to
the child. (An investigator’s checklist is presented as Appendix B to this
chapter.) This will assist in determining how to structure interviews and
who to interview. The sexual abuse will fall into one or more of the follow-
ing categories:

1. A natural parent.

2. A family member other than a natural parent.
3. A trusted adult.

4. An older child.

5

A stranger or remote acquaintance.

While there sometimes is no immediate physical evidence of sexual contact,
medical professionals can detect clinical signs. Children who allege sexual
abuse and those suspected of being abused should receive a thorough medi-
cal examination, even if the abuse took place months before. Typical clini-
cal findings might include:

1. Anal tears.

2. Genital injuries (lacerations, swelling, or bruises).
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Irritated or reddened genitals, itching around genitals or anus.

Vaginal tears.

Injury to penis.
Vaginal or penile discharge.

Bruising of the perineum.

Chancres, ulcers, or venereal disease.

© % N o AW

Urinary infection or difficulty with urination.

10. Unusual or offensive odors.

11. Bruises or “hickeys” on face, neck, abdomen, buttocks, inner
thighs, or rectum.® 11!

The various behavioral characteristics usually present in a sexually abused
child are just as important as physical evidence in supporting an allegation
or suspected incidence of sexual abuse. The investigator should watch for
these characteristics; knowledge of these “red flag indicators” will prove
extremely beneficial in the investigation’s primary stages.

The child’s age will determine the types of behavior that might be exhibited.
For example, the toddler or preschooler might regress to excessive crying,
bedwetting, fear of the dark, or a renewed need to sleep with a favorite old
toy or blanket. A child might also display signs of sexual aggression toward
peers or toys. Toys will be used in sexually oriented ways, such as placing
them in the same position the child was in during the sexual contact. The
child’s drawings may have scary or sexual themes emphasizing enlarged
genitalia and may be heavily lined and darkly colored."

School-age children may be afraid of certain locations (a bedroom, bath-
room, or shower) and show fear toward a certain person (the suspect). The
child may cling and be anxious or irritable. He or she may develop self-
consciousness about his or her genitalia.

Experienced investigators learn where children congregate. They check the
arcades, playgrounds, beaches, and amusement parks and will recognize
adults who are continually there speaking with, befriending, and spending
money on children with whom they are building a relationship.

Surveillance of these adults will identify them, their residences, vehicles,
and adult associates and will disclose any pattern of their involvement with
children. A check of local and State records will determine any prior crimi-
nal involvement, and checks through regional postal inspectors and customs
agents will determine if a suspect receives pornography or is a target of a
Federal investigation. If a suspect has a proven active sexual interest in
children, extreme caution must be used by investigators: no child should be .
placed in a situation where he or she could be victimized. If an investigation
becomes public, the investigator’s first concern must be for the safety of the
child.

Because most child molestations are committed by an interfamilial offender
(less than 15 percent are committed by a stranger), an investigation normally
starts when the child’s disclosure is reported to authorities. This type of
investigation is reactive; that is, an investigation that begins when a crime is
reported. Pedophilic activity usually is not brought to the attention of law
enforcement. Because of the nature of the seduction aspect, the victims
normally view themselves as “willing participants” who (1) do not want to
be punished for their activity; (2) are afraid to get their friend, the pedophile,
in trouble; and (3) are embarrassed by the activity and keep it a secret.



It is necessary, therefore, for investigators to seek out and identify adult
suspects as well as their victims. A proactive investigation is one in which
police take steps to identify offenders before they are brought to the atten-
tion of authorities by witnesses, victims, or victims’ families. The investiga-
tor can take such proactive steps as rollcall training to educate the officers
about pedophilic activity. Also, during routine investigations, radio calls, or
traffic stops, officers should remain alert for plain-view evidence of child
pornography. Possession of commercial child pornography itself is not nec-
essarily illegal, but it may provide a lead to illegal activities. If the child
pornography appears to be noncommercial (for example, Polaroid photo-
graphs), there may be sufficient probable cause to justify a search warrant.

Other proactive steps the investigator can take include:

1. Becoming familiar with State laws relating to child molestation, child
pornography and erotica, and other related crimes, both felony and
misdemeanor.

2. Making presentations to community service organizations and school
organizations to increase public awareness of possible pedophilic
activity in the community.

3. Encouraging media involvement to increase awareness of
pedophilic activity.

4. Encouraging individuals to report suspicious activities in their
communities.

5. Setting up sting operations where officers either place or respond to ads
suggesting sexual activity with children.

The physical evidence needed to corroborate the child victim’s statement is
located through searches. Other victims may be identified from the evi-
dence, and other suspects involved in child molestation or distribution of
child pornography may be identified through correspondence. Appendixes C
through F of this chapter contain a collection of search warrants and de-
scribe items that should be seized during a search. A considerable amount of
detail must be included in the affidavit of the search warrant to ensure a
thorough and valid search. There are various types of searches the investiga-
tor may perform:

1. A consent to search may be obtained from a suspect; this does not
require the investigator to advise the suspect of his or her Miranda
rights. Consent to search also may be given by a third party who has
authority to consent.

If the investigator elects to request a consent search, he or she should
obtain the suspect’s written approval, witnessed by a third party. If,
during the course of the search, the suspect withdraws his consent; the
investigator must stop searching. Failure to do so will probably invali-
date evidence subsequently seized.

2. A probation search does not require the suspect’s consent if a condi-
tion of that individual’s probation requires that he or she must submit
to a search by a peace officer without a warrant.

3. A parole search allows a suspect’s person or property to be searched
without a warrant or his or her consent, although the suspect’s parole
status cannot be used as a pretext to conduct the search.

4. A search warrant is an order in writing, signed by a magistrate,
directed to a peace officer, commanding the officer to search for per-
sonal property and bring it before the magistrate (see Appendixes
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for sample search warrants). A search warrant can be issued only upon
probable cause, supported by an affidavit, naming or describing the
person, and particularly describing the property and place or places to
be searched. The affidavit sets forth the sworn statement of an affiant,
which seeks to establish the probable cause for the issuance of the
search warrant. The U.S. Supreme Court has formulated the standard of
probable cause as follows: “The task of the issuing magistrate is simply
to make a practical commonsense decision whether, given all the cir-
cumstances set forth in the affidavit before him, including the ‘veracity’
and ‘basic knowledge’ of persons supplying hearsay information, there
is fair probability that contraband or evidence of a crime will be found
in a particular place” (/llinois v Gates, 1983).

The affiant should begin the statement of probable cause by stating his
or her name, rank, assignment, and a detailed statement of training
experience and expertise. Once the affiant’s experience is established,
the opinion becomes legally valid and could be so considered by the
magistrate issuing the warrant.

Investigators should understand how to prepare search warrants in their own
jurisdictions.

Traditional proactive attempts at investigating the pedophile have included
the investigator assuming an undercover identity, with appropriate identifi-
cation, historical background, covert telephone number, and post office box
or private mail box. Ads in underground newspapers or “swinger” maga-
zines, suggesting an interest in children, will receive responses from pedo-
philes monitoring these publications. Investigators have been successful in
uncovering child molestation and child pornography rings through targeting
a suspect with “test” letters. These are written under the investigator’s as-
sumed identity and are used to make contact with suspects. Test letters serve
as “bait” to begin a relationship, that may lead to the identification of young
victims, the confiscation of sexually explicit materials, and the arrest of the
targeted suspects. Samples of test letters are reproduced as attachments to
Appendixes C and D of this chapter.

Other techniques, including recorded or monitored telephone conversations
with the investigator or known victims, can be used to obtain admissions or
confessions from the molester. Surveillance tactics include mail covers
placed by postal inspectors and, if possible, wiretaps to determine the
suspect’s involvement with children and other adults. However, these tactics
may not be successful. Investigators are cautioned to target only those adults
who have shown a prior predisposition to sexual exploitation of children
through their purchases or an interest in purchasing child pornography,
seized correspondence, or observations of their involvement with children.

Commercial photoprocessing plants are receptive to working with law en-
forcement personnel when child pornography is suspected. In fact, this is -
now a legal requirement in some jurisdictions. Investigators should contact
photo laboratories in the community and ask for their assistance. Some
States have mandated that laboratories report possible cases of sexual ex-
ploitation. It is advisable to work with department upper management to
maintain internal security and follow uniform procedures for handling
evidence.

When viewing sexually explicit material to determine whether a crime has
been committed, the investigator should:

1. Establish a venue for the crime.
2. Detail all items in the photographs.

3. Apply appropriate sex crimes violations.



4. Determine the age of the victim (use a physician).

Note commercial techniques (for example, quality of lighting or
special effects, backdrops).

6. Watch actions or expressions of the victim and note the victim’s attire.
7. Record the presence of sexual aids.

List the number of photographs or videotapes.

Commonly, investigators are unable to identify children in the child-
pornographic materials. Techniques for identifying victims should include:

1. Reviewing school yearbooks.
2. Contacting the following (with photographs):
(a) Schools.
(b) Daycare centers.
(c) Social service agencies.
(d) Public health nurses.
(e) Pediatricians, dentists, and other relevant medical personnel.
(f) Recreation departments.

(g) Media (as a last resort).

Investigators should acquire a thorough knowledge of all local youth recre-
ational and social activities, including those sponsored by local churches.
Public awareness programs presented to civic, church, and professional
groups can educate members on how to recognize pedophilic activity. Inves-
tigators should be familiar with the adult bookstores in the community and
with the material available; develop additional leads by reviewing swinger
newsletters and magazines; and target those ads suggesting “youth-oriented
activity,” “family fun,” or “young love.”

At the Federal level, there are three primary agencies responsible for inves-
tigating child sexual exploitation cases. The U.S. Postal Inspector, U.S.
Customs, and the Federal Bureau of Investigation have specially trained
agents and inspectors who are part of a national network of professionals
currently working with State and local law enforcement investigators of
child sexual exploitation cases. Detailed information about mail covers and
other services is available through these agencies. Before beginning any
child pornography investigation, however, consider contacting the nearest
regional postal and customs representatives to save time and better coordi-
nate the effort. Occasionally, local investigators will identify Federal crimes
relating to child sexual exploitation. Federal agents should be consulted and
apprised of the investigation. A determination can then be made if charges
should be sought at both the local and Federal levels. The following Federal
agencies should be contacted for assistance in an investigation.

1. U.S. Postal Inspectors. Their responsibility is to investigate the
distribution of child pornography, either locally or nationally through
the U.S. Postal Service. Inspectors can furnish investigators with
specific details to aid in identifying persons receiving mail at a particu-
lar location or post office box. They can initiate mail covers to identify
persons sending mail to a specific location. They can conduct sting
operations targeting persons that have shown an interest in child
pornography.
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2. U.S. Customs Agents. Their responsibility is the investigation of child
pornography entering or exiting the United States. They also conduct
sting operations. They can legally open mail or other packages crossing
a U.S. border, even without a search warrant, if they believe the items
contain contraband (for example, child pornography).

3. Federal Bureau of Investigation. Its responsibility is the investigation
of interstate transportation of children for immoral purposes and the
interstate transportation of child pornography by common carrier (for
example, Federal Express or United Parcel Service).

Because Federal agencies do not have the capability or the authority to take
children into custody, their policy is to ask local investigators to assist them
on Federal warrants. Local investigators should identify these agents and
inspectors working in the field and make themselves available during Fed-
eral investigation.

Home computers and telephone modems are increasingly being used by
pedophiles to store information about their victims, catalog pornographic
collections, and make contact with other pedophiles. Some computer hard-
ware permits electronic transfer of child pornography that can be detected by
investigators monitoring these devises to decipher code names for
pedophiles seeking contacts.

An investigator who discovers a pedophile’s computer system in the course
of an investigation should be aware of “booby traps” that may be pro-
grammed into the computer to erase stored material if the computer is tam-
pered with or unplugged. Also, code words may be necessary to extract
information. It is, therefore, advisable to have a computer expert extract the
information before attempting to move the computer.

Because sophisticated pedophiles know that law enforcement is prohibited
from sending child pornography as “bait,” they frequently will demand that
child pornography be sent to “prove” there is no law enforcement activity.
Refusal to send the material warns of possible police involvement. Investi-
gators may send child erotica rather than explicit material to help alleviate
the pedophile’s fear of a sting.

Once a child abuse victim has been identified, one critical step in the investi-
gation is the child’s interview. (See Chapter 4.) Because it is difficult to file
charges against an adult on the word of a child, corroborative evidence is
necessary to substantiate the child’s disclosure. Therefore, the investigator
needs to elicit details from the child, who often will not volunteer informa-
tion about being photographed, either dressed or nude; being shown porno-
graphy; being furnished with drugs or alcohol; or being sexually involved
with others. The child may be embarrassed or fear punishment. He or she
also may not consider information “important” unless it is specifically re-
quested by the investigator.

A variety of professionals may need to become involved in the interview
process: police investigators, prosecutors, child service personnel, medical
doctors, and counselors. One of these individuals may be the first person to
learn of a child’s molestation. It is important to remember that the interview
process often can be confusing or intimidating for the child. (See Chapter 4
for a detailed discussion on the multidisciplinary approach to interviewing
child abuse victims.)



Situational problems

Problems frequently encountered in child abuse investigations are presented
with suggested solutions.

PROBLEM 1
You identify a 9-year-old boy who tells you the following:

1. His Little League coach showed him commercial child pornography.
2. He was photographed nude.
3. He saw nude photographs of six other boys on the team.
4. He supplies you with names and addresses of the other boys.
5. He was molested by the coach.
Suggestions

1. Obtain and serve a search warrant as soon as practical after interview-
ing the first victim.

2. Begin to interview the other victims. Frequently, if you try to corrobo-
rate the first victim’s statements by interviewing other possible victims,
you will obtain denials and conflicting statements. It is easier to deny
than to admit being victimized.

3. Once the search warrant is served and the evidence seized, conduct
your investigation accordingly.

Important: A search warrant requires only probable cause and should be
considered at the beginning rather than at the conclusion of an
investigation.

PROBLEM 2

Because of mandatory reporting laws, a doctor reports that a 10-year-old
girl was molested, and she confided to the doctor that the suspect (not
known to her family) photographed and videotaped the sexual acts. The
doctor does not know the suspect’s name, and the victim will not identify
him or her. The victim said that she will not talk to anybody else about it
and fears that her mother would punish her if she knew.

Suggestions

1. Make every effort to build trust and rapport with the child.

2. Gain the mother’s trust and explain the circumstances of the
child’s fear.

3. Set up counseling for the child.

4. Continue contacting the child to show you are interested in her
well-being.

5. Attempt to identify the child’s friends. They may have information
on the suspect.

There are cases where, no matter what efforts are made, the child refuses to
divulge. Continue to stay in contact, but do not be discouraged if this child
refuses your help. Other victims need and want your help. Continue in these
investigations.
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PROBLEM 3

A distraught mother complains that her 3-year-old daughter has displayed
unusual sexual behavior that consists of masturbation and fondling of her
younger sister. When you question the child she states that Mr. James does it
to her and gives her a cookie for being good. She tells you that he also takes
pictures of her naked. Mr. James is identified by the girl’s mother as the
owner of her daughter’s daycare center.

Suggestions

1. If you are satisfied that a crime has occurred, obtain a search warrant
for the school, the home, and the suspect’s vehicle. Justification for the
home and vehicle search warrant may be (a) the expectation that these
photographs would not be left at the school where others might see
them, (b) the crime occurred at a second location, or (c) the photo-
graphs would be viewed in the privacy of the home. Items to be seized
should include school records to identify other possible victims. This
can also justify a search of the suspect’s house for past school records.

2. Once the warrant is served, begin to identify and interview
possible victims.

3. Involve State licensing agencies to close the daycare center.

4. Continue your investigation to identify additional victims or suspects.

Do not expect to see a 3- or 4-year-old child qualify in court. It is extremely
important to locate and seize the physical evidence that will prove the case.

PROBLEM 4

An 18-year-old male makes a complaint that he was molested by his uncle
when he was 10 years old. He describes how his uncle showed him child
pornographic movies and photographs and how his uncle photographed him
in sexually explicit poses. The boy is now coming forward because his uncle
has become a Boy Scout leader. The boy explains that he does not want
other boys to be molested. You identify the uncle as a school teacher, Boy
Scout leader, and “big brother.”

Suggestions

1. A search warrant may be justified based upon the 18-year-old’s state-
ment. It must be argued in the affidavit that “staleness” is not an issue.
Pedophiles retain their pedophilic material for extended periods of time.

2. If a search warrant cannot be obtained, identify and interview the most
probable victim. This will most likely be the “little brother” matched to
the suspect.

3. Surveil the suspect’s house to determine which juveniles frequent the
location. Identify and interview those juveniles closest to the suspect.

4. If any of the identified victims are willing, record a conversation
between the victim and suspect for incriminating statements. The
18-year-old, as an adult, may be wired and sent into the house. Anyone
under age 18 should never be placed in physical danger.

5. Each child to whom the suspect has access should be interviewed as a
possible victim.



PROBLEM 5

A local drug store develops film and discovers child pornography. Included
in the photographs are facial shots of the adult male who brought the film in
for developing, an adult female, and photographs of a 2-year-old girl being
molested. The name on the order is fictitious.

Suggestions

1. Consider surveillance of the store until someone picks up the photo-
graphs. Identify this individual and proceed accordingly.

2. Request help from the store to obtain the license number of the
suspect’s vehicle.

3. If the jurisdiction is within a small community, show photographs of
the adults and child to the pharmacist and local pediatricians for pos-
sible identification.

4. Duplicate photographs of the adults and distribute them to uniformed
officers for possible identification.

Chapter 3: Child Sexual Exploitation 91






Chapter 3: Appendixes
Child Sexual Exploitation

Notes
Investigator’s checklist
Affidavit for a search warrant

Warrant based on correspondence

m o a w »

Warrant based on a crime report and a
supplemental warrant

F. Warrant based on probable cause—
staleness not an issue

G. Warrant based on film lab reporting
sexual exploitation






Appendix A: Notes

10.

11.

12.

. DeMause, L. 1975. “Our Forebearers Made Childhood a Nightmare,” Psychology Today, April,

pp- 85-88.

Roth, R.A., and Kendrick, P. 1981. Child Sexual Abuse: Incest, Assault and Exploitation. Washingfon,
D.C.: U.S. Department of Health and Human Services, National Center on Child Abuse and Neglect, p. 1.

. Sheehy, G. 1984. “Are You Ready to Listen?” Parade, July 28, p. 5.

Kempe, R.S., and Kempe, C.H. 1984. The Common Secret: Sexual Abuse of Children and Adolescents.
New York: Freeman and Company, p. 15.

. Crendson, J. 1988. Violence Betrayed: Sexual Abuse of Children in America. Little Brown.

Collins, G. 1984. “Studies Find Sexual Abuse of Children Is Widespread,” The New York Times,
May 13, p. 21.

. Finkelhor, D. 1984. Child Sexual Abuse. New York: Macmillan, Inc., p. 152.

Crendson, J.
Barry, R.J. 1984. “Incest: The Last Taboo,” FBI Journal, February, p. 19.

Muldoon, L. 1979. Incest: Confronting the Silent Crime. St. Paul, Minnesota: Minnesota Department of
Corrections, p. 9.

Broadhurst, D. 1984. The Role of Law Enforcement in the Prevention and Treatment of Child Abuse and
Neglect. Washington, D.C.: U.S. Department of Health and Human Services, National Center on Child
Abuse and Neglect, p. 15.

Leaman, K. 1980. “Sexual Abuse Reactions of Child and Family,” Sexual Abuse of Children: Selected

Readings. Washington, D.C.: U.S. Department of Health and Human Services, National Center on Child
Abuse and Neglect, pp. 21-22.

Chapter 3: Appendix A 95






10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Appendix B: Investigator’s checklist

What crime has been committed?

What is the relationship of the perpetrator to the victim?

What has been the duration of the sexual abuse or exploitation?

What types of behavioral characteristics is the victim demonstrating?

Have there been any threats of violence or coercion directed at the child?

Are there any other forms of child abuse present (e.g., neglect, physical abuse)?
Are there any physical indicators of sexual contact?

Is the child describing sexual activities that he or she ordinarily would not have knowledge about?
Is the child’s story consistent with what he or she has told others?

Has the child been exposed to any form of pornography?

Has the child participated in any form of child pornography?

Have you collected sufficient background information from teachers, neighbors, siblings, friends, or
others with whom the child may have shared information?

If the allegations involve incest, is there a “safe parent?

Has the child participated in a physical examination?

Before talking to the child, do you feel you know enough about the child?

Have you considered vocabulary, parental reactions, and unstructured play techniques?
What words does the child use to describe sexual activities or body parts?

Does the child have any handicaps that might restrict communication?

Where is the child going to be interviewed?

Is the interview going to be audio- or videotaped?

Has the investigation been coordinated with other agency professionals (e.g., protective services,
mental health, and prosecutor’s office)?
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Appendix C: Affidavit for a search warrant

Note: This Affidavit and its exhibits are true representations of actual documents.

AFFIDAVIT FOR SEARCH WARRANT

DISTRICT
Unlted States DlStrICt Court CENTRAL DISTRICT OF CALIFORNIA
DOCKET NO. MAGISTRATE’S CASE NO.

United States of America
vS.

NAME AND ADDRESS OF JUDGE' OR U.S. MAGISTRATE
One single family residence

4722 West 191st Street
Torrance, CA 90503

Ralph Geffen
U.S. Magistrate
Los Angeles, CA

The undersigned being duly sworn deposes and says: That there is reason to believe that

DISTRICT
O on the person of [Xon the premises known as CENTRAL DISTRICT OF CALIFORNIA

One single family residence, being more particularly described as
the residence of David H. E. Adams, located at 4722 West 191st Street,

Torrance, CA.

The following property (or person) is concealed:

See paragraph 22 of affidavit of U.S. Deputy Marshal William H. Dworin,
which is incorporated as part of the Affidavit for Search Warrant.

Affiant alleges the following grounds for search and seizure?

[0 See attached affidavit which is incorporated as part of this affidavit for search warrant

Affiant states the following facts establishing the foregoing grounds for issuance of a Search Warrant

SIGNATURE OF AFFIANT OFFICIAL TITLE, IF ANY
U.S. Deputy Marshal

Sworn to before me, and subscribed in my presence:

DATE JUDGE' OR U.S. MAGISTRATE

Ralph Geffen

"United States Judge or Judge of a State Court of Record.
2|f a search is to be authorized at “any time in the day or night” pursuant to Federal Rules of Criminal Procedure 41 (c), show reasonable cause therefor.
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AFFIDAYVIT

I, WILLIAM H. DWORIN, do hereby depose and say:

1. I am a Special U.S. Deputy Marshal assigned to a multi-agency task force

charged with the investigations of child sexual exploitation.

2. Furthermore, I am a detective for the City of Los Angeles and have been
so employed for <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>